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VA MEDICAL CARE BUDGET FOR FY 2000 


WEDNESDAY, FEBRUARY 24, 1999 

House of Representatives 
Subcommittee on Health 
Committee on Veterans’ Affairs, 

V/ashington, DC. 

The subcommittee met, pursuant to call, at 10 a.m., in room 334, 
Cannon House Office Building, Honorable Cliff Steams (chairman 
of the subcommittee), presiding. 

Present; Representatives Steams, Smith, Chenoweth, Simpson, 
Doyle, Peterson, Snyder, Rodriguez, and Shows. 

Also Present: Representative Hayworth. 

OPENING STATEMENT OF CHAIRMAN STEARNS 

Mr. Stearns. Good morning. 

The Veterans’ Affairs Subcommittee on Health will come to 
order. I would like to welcome all of you, and I want to thank you 
for being here this morning. I particularly want to thank our wit- 
nesses who have traveled some distance to attend this important 
heariM. 

As Cmairman of the Health Subcommittee, I have closely studied 
the proposed VA medical budget for fiscal year 2000. It is a con- 
cern. It concerns me that this VA budget appears to be the most 
troubling I have seen in my tenure in Congress. It is a concern that 
this budget requires more than $1 billion in cuts. 

We have heard the Secreteu^ defend this budget as providing for 
“better and more accessible service to veterans." But, to many of 
us, and I think it is true on both sides of the aisle, we have a dif- 
ferent view, and I think that Department officials have a different 
view. We need to be clear that tne VA heeilth care system can no 
longer do more with less. To quote the Non Commissioned O^icers 
Association, “Less is less.” 

I regret that we did not get more candor from Secretary West in 
his testimony here on February 11. We heard the Secretary express 
“confidence" that this is a workable budget, vet only 3 days earlier 
the Under Secretary for Health had wamM him that this budget 
would place VA in a "precarious situation.” Some weeks ago, we 
wrote to the Secretary and asked whether there was a plan to 
achieve the more than $1 billion in savings proposed in this 
budget. 

The response from him made it clear there is no such plan. In- 
stead, we were told, “Because of VHA’s decentralized decision 
structure the specific management initiatives will be decided by the 
VISN.” To us, one thing is clear. If we are going to understand how 
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VA would cope with this budget we need to hear from the network 
directors, since they are the ones that are going to have to deal 
with it. 

It has become clear that this budget will pose huge problems for 
VAs throughout the country, so we have asked network directors 
from widely differing regions to testify today. To avoid having 0MB 
write their testimony, they were not asked to prepare formal open- 
ing statements. However, I would like each one of the network di- 
rectors at the outset to provide us informsdly a perspective on this 
budget. 

We are all working together. We are all trying to come up with 
a solution. I’d like each of you to take 4 or 5 minutes, tell us the 
kind of steps that you believe should be taken to get through the 
next fiscal year with this budget. We earnestly need your input. We 
need to put to rest the fiction that the VA can keep doing more 
with less. We need to make it clear that the VA cannot cut more 
than $1 billion from its budget without cutting services to veterans. 

In short. I’d like to challenge the Administration to resubmit this 
budget, because the budget we see today is not acceptable and we 
think we can do better. 

I certainly look forward to hearing from our witnesses on this 
critical subject, but before inviting our first panel to come up this 
morning I would like to welcome our Ranking Minority member, 
Mr. Doyle from Pennsylvania, to provide his perspective. 

OPENING STATEMENT OF HON. MICHAEL F. DOYLE 

Mr. Doyle. Thank you very much. 

I want to thank my friend. Subcommittee Chairman Steams, for 
convening today’s hearing to further examine the VA Medici Care 
Budget for fiscal year 2000 as proposed by the Administration. I 
also want to welcome all of my fellow colleagues who are present 
here this morning. 

In addition, I want to thank those of you who are here to testify 
before the su^ommittee for taking the time to share your expertise 
and insight on VA mediceil care and related funding issues. Your 
efforts are greatly appreciated and will assist members of this 
Committee in our work to fashion budget recommendations that ac- 
curately reflect and meet the needs of all veterans. 

Before I begin my remarks, I ask unanimous consent that the 
testimony which was prepared and submitted by the American 
Federation of Government Employees be included as part of the 
record. 

Mr. Stearns. Without objection. 

[The statement of Bobby L. Hamage appears on p. 57.] 

Mr. Doyle. Thank you. 

In the interest of time, I will keep my opening comments brief 
and to-the-point. I think it is safe to say that there is not a whole 
lot to like about the Administration’s overall budget for the Depart- 
ment of Veterans Affairs. And there’s even less to like — if that is 
possible — about the woefully inadequate funding levels specified for 
medical care. As was made clearly evident in the full Committee’s 
February 11 hearing on the overall budget, members on both sides 
of the aisle are particularly concern^ about VA medical care 
programs. 
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Unlike committee dynamics you may observe elsewhere on the 
Hill, the concern that members of our committee have does not 
stem from internal bickering over obscure matters, but from our 
real doubts about whether we eire fulfilling our commitment to our 
nation’s veterans. And I am not talking about fulfilling our commit- 
ment in valiant terms as outlined recently by the report of the Con- 
gressional Commission on Service Members and Veterans Transi- 
tion Assistance. I am talking about fulfilling the most basic of our 
commitments — the right of a veteran to have access to high-quality 
health care and to receive treatment in a timely manner. 

No matter how you look at it, the Administration’s Medical Care 
Budget does not add up — not in terms of funding new initiatives 
such as treatment of Hepatitis C or even maintaining existing 
programs. 

In fact, it falls $1.1 billion short in terms of keeping up with the 
inflation and paying the salaries of hard working VA employees. I 
could go on in more detail, but I will reserve some of my more spe- 
cific concerns for the upcoming rounds of questions. 

In good conscience, we must do everything we can to prevent the 
proposed funding for medical care from going unaltered. The Medi- 
cal Care Budget is not just simply inadequate, but seriously com- 
promises the professional integrity of the VA system in regards to 
the level of quality care that is being delivered and adequate staff- 
ing positions in various sectors. Without m^or overhaul, fiscal year 
2000 funding levels also pose a significant danger to the long-term 
viability of the system. 

It is my hope that the subcommittee members will not only 
emerge from today’s proceedings more informed about the funding 
levels for the Medical Care Budget and their potential implica- 
tions — but more energized about the need to clearly articulate to 
those whose decisions will greatly affect their day-to-day lives our 
concern about the vets back home. 

Thank you, Mr. Chairman. 

[The prepared statement of Congressman Doyle appears on p. 
55.] 

Mr. Steakns. I thank the Ranking Member for his supportive 
comments. 

We will go to the panels, unless any member feels that he or she 
would like to offer a particular statement. 

Mr. Stearns. If not, we will have Panel 1 come forward, if you 
would. 

We have Doctor Thomas Garthwaite; Doctor Ted Galey; Mr. 
James Farsetta; and Ms. Laura Miller; and Mr. Thomas Trujillo. 
I think what we’ll do is have Dr. Garthwaite first, and then I’ll 
have Mr. Hayworth introduce Mr. Trujillo. 
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STATEMENT OF THOMAS L. GARTHWATTE, MD, DEPUTY 

UNDER SECRETARY FOR HEALTH, DEPARTMENT OF VETER- 
ANS AFFAIRS; ACCOMPANIED BY WILLIAM (TED) GALEY, MD, 

DIRECTOR, VISN 20; JAMES FARSETTA, DIRECTOR VISN 3; 

LAURA MILLER, DIRECTOR, VISN 10; THOMAS TRUJILLO 

STATEMENT OF THOMAS L. GARTHWAITHE 

Dr. Garthwaite. Thank you, Mr. Chairman. I have only brief re- 
marks and have submitted a formal statement for the record. 

Just in the way of introduction, Doctor Ted Galey, is our Net- 
work Director in Portland, OR, is the neophyte of the group, ap- 
pointed a little over a year a^, I believe, but has been a Chief of 
Staff and a Medical Center Director there in Portland. Laura Mil- 
ler is our Network Director is VISN 10, which is centered in Cin- 
cinnati, Ohio, and joined the network structure when we first 
formed it, as did Jim Farsetta on my right, who is the Director in 
New York City VISN 3. Tom Trujillo you can introduce, but I know 
him well because he was Network Director in VISN 18, centered 
in Phoenix, AZ. They represent a good cross section, not only of the 
geography of America, but also some of the changes in the private 
sector, such as penetration of managed care, variation in practice 
patterns, as seen by analysis of Me^care data and other reasons. 

Mr. Chairman, with your help we have made dramatic proves 
in transforming the Veterans Health Administration. We have heen 
able to see more patients with documented improved quality, de- 
spite diminished budgetary buying power. The 30/20/10 goals that 
we labeled as stretch goals 2 years ago are in sight if we get ag- 
gressive Medicare subvention legislation soon. This budget keeps 
our part of the Balanced Budget Agreement. 

However, many of the assumptions on which we based our 5-year 
budget have changed. The external and internal pressures to avoid 
changing the way we do business are building and the systems re- 
maining to engineer are fewer than when we started. 

We have been able to see more patients with improved quality, 
despite diminished buying power in our budget for a simple reason. 
We have changed how we do business. More difficult changes in 
how we do business will be necessary in the future. 

I will make one final point. The veterans health care system is, 
and has been, resource constrained. That is, there is more demand 
for care than resources to provide it. Within the constraints of the 
budget, we have attempted to give high-quality care to the maxi- 
mum number of veterans in priority as defined in law. This concept 
is simple to state, but enormously complex to understand and dif- 
ficult to administer. 

Mr. Chairman, we welcome the dialogue on some of the specific 
changes that might be necessary if this budget is adopted un- 
changed and welcome your questions at this time. 

[The prepared statement of Dr. Garthwaite appears on p. 61.] 

Mr. Stearns. Okay. Before we go further, I would like my 
colleague from Arizona, Mr. Hayworth, to introduce our VISN 
Director. 

J.D.? 
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OPENING STATEMENT OF HON. J.D. HAYWORTH, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF ARIZONA 

Mr. Hayworth. Mr. Chairman, I thank you very much, and 
members of the subcommittee, I thank you for the courtesy and the 
indulgence. 

I would simply say again, as has been demonstrated by both the 
Chairman ana the Ranking Minority Member this morning, that 
we should emphasize that the mission of our overall committ^, as 
well as the various subcommittees, is truly non-partisan in nature, 
as we work to obtain the very best for those who have worn the 
uniform of our country. 

It is in that tradition that I am honored to introduce one of the 
very best, who coincidentally is a constituent of mine, who makes 
his home in Gilbert, AZ, and who recently retired after 33 years 
of service to the Department of Veterans Affairs. 

And, let me simply quote from a letter signed by both our Senior 
Senator John McCain and the Chairman of our committee here. 
Bob Stump, quoting now, ‘‘For 33 years you have been one of the 
best advocates veterans ever had, and veterans have witnessed 

g ublic service at its best.” I sp^k of Tom Trujillo, who has been 
irector of VISN 18, who is retiring now after 33 years of service. 
Under his direction, VISN 18 has increased the outpatient clinics 
from 17 in 1996 to 27 today, three of them opening in the 6th Con- 
cessional District alone. Re assisted in establislung a vet center 
in Chenley, AZ, the very heart of the Navajo nation, an area basi- 
cally the size of the State of West Virginia. He increased health 
care services to Native Americans by also providing access to tradi- 
tional medicine, installing telemedicare and video conferencing 
equipment at all facilities and several of the out-based clinics, and 
lest you think this is some sort of spending extravaganza, I would 
point out that my good friend, Tom Trujillo, received the Scissor 
Aw£ird for developing a process that saved approximately 
$400,000.00 in capital equmment funding. So, he has found consist- 
ently better ways, more effective ways, to deliver heeilth care serv- 
ices to our veterans, and certainly it is no disrespect intended to 
other members of the panel, who also have their accomplishments 
that they can cite, but I do appreciate the indulgence again of the 
Chair, and it is my honor to introduce to you my friend, my con- 
stituent, and an effective spokesman for the veter£in8 of this coun- 
try, Tom Trujillo. 

Mr. Stearns. Mr. Trujillo, we are pleased and honored to hear 
your testimony. If you will begin. 

STATEMENT OF THOMAS TRUJILLO 

Mr. Trujillo. Thank you, Mr. Chairman. It is, indeed, an honor 
and a privilege to be here with you this morning. 

I did start my career in hospital finance many years ago, and I 
have extensive experience in medical care budgets, hospital budg- 
ets, as a financial manager and in this area as As^iate Director, 
Director and Network Director. 

And, first of all, it is my honor to be here this morning, and I 
thank you so very much. 

Secondly, I am very concerned with the subject that I am being 
asked to comment on, and that is the fiscal year 2000 budget. Be- 
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fore I talk about the 2000 budget, if I may, I must mention the sit- 
uation with the current year budget. Because of this increase in 
number of veterans being cared for by — and I am going to talk ba- 
sically about our network, which, basically, also multiplies into 22 
other networks, I am sure, in some form or fashion. 

The increased usage and cost of materials and supplies, the cur- 
rent funding level will be short by approximately $15 million in my 
network alone this year. However, we are taking actions to meet 
the budget if we, indeed, have to, which I always assume that we 
will. This is after having squeezed almost every efficiency we can 
out of VISN 18. 

We have established many economies and systems in our net- 
work, standardized pharmaceutical formularies to make sure the 
dollars we spend are appropriate, and mazinuzed, we have re- 
aligned programs from inpatient to outpatient. We have consoli- 
dated procurement. We have realigned organizational structures at 
each facility, and we have developed a patient referral process to 
provide specialized services in me most efficient and effective 
manner. 

Network 18 has the lowest bed base of care per 1,000 patients. 
Some surgical procedures are now done routinely on Ein ambulatory 
care basis. Last year alone, we treated 167,000 veterans at a cost 
of $3,600.00 each, the lowest in the country. 

As a quick observation, with Senior Care, the name of the Medi- 
care provider in our area, the cost is over $6,000.00. We, in Net- 
work 18, as well as across the Veterans Health Administration, 
have stretched ourselves way too thin from my perspective, like the 
proverbied rubber band, we are, indeed, ready to snap, eis has been 
mentioned before. And, snap we probably will in the year 2000 
with the proposed budget in VISN 18, we will experience approxi- 
mately a $30 million shortfall if VERA continues to move money 
into our network. If VERA does not continue to move money into 
our network, as it has in the last 2 or 3 years, and we get a 
straight line budTCt with no decreeise, we will experience an ap- 
proximate shortfall of $45 million in our network alone. 

And, quite frankly, Mr. Chairman, I tried to come up with a 
word that would be descriptive, and the only thing I could come up 
with is, it stinks. With $45 million, we can operate an entire medi- 
cal center, such as Big Spring, AZ — I mean, Prescott, AZ, or Big 
Spring, TX, for an entire year. 

Because of what we have already done to economize, we can in 
no way come up with the arbitrary “efficiencies” required by the 
proposed budget. I would anticipate a required reduction of some- 
where in the neighborhood of 600 full-time employee ^uivalents in 
our network alone, and this is without even taking into consider- 
ation the impact of required new services, such as long-term care, 
extended long-term ctire programs, emergency care. Hepatitis C, 
homeless programs, et cetera. 

So, what is the proposed budget 2000 ^ing to do to the system 
that I have sMnt my life working for? I read somewhere where 
Congressman Evans said that this budget is like a house of cards 
whi^ may work for a while, but eventually will fall. I woiUd go 
even further and say that from the view of a VISN Director that 
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administering this budget will be like trying to build that house of 
cards in an Oklahoma tornado. 

Gentlemen and ladies, I would like to close with a plea to you 
to take care of our nation’s veterans in their time of need. I am 
often amazed at how destiny and coincidence converge to make 
strong statements that seem to transcend our normal perception of 
life’s events. In one comer of the world, American forces, once 
again, stand ready prepared to enforce the international commu- 
nit/s sanctions eigainst Iraq and preclude their ability to rebuild 
an arsenal of mass destmction, while at the same time it is nec- 
essary that I stand before you with my hat in hand, more or less, 
pleading that adequate resources be directed to preserving the 
health care structure to care for these veterans when they need it, 
and I would extend that expression to those individuals responsible 
for preparing or submitting the year 2000 budget. 

And, I appear before you today, eis was mentioned while ago, as 
a private citizen. It is no longer a daily concern to my livelihood 
what the VA budget is. It is, however, of daily concern to my heart 
and my conscience, as it should be for every /unerican. 

Throughout the century, each time the freedom and security of 
our shores, or that of our allies, has been endangered, America’s 
Armed Forces have risen to the challenge and served with courage 
and honor. 'Those men and women did not stop to ask for justifica- 
tion, but immediately stepped into the line of battle and gave all 
to assure our country’s freedom. The vei^ least that we owe them 
in return is the assurance that when they need our help, when 
they need health care or social services, there will be facilities and 
Stan ready and able to provide the best our nation heis to offer. To 
do an^hing less, Mr. Chairman, would bring dishonor to the 
United States of America, and that is exactly what I think the 
country is doing with the proposed budget for veterans health care 
in the year 2000. We are, indeed, bringing little attention and little 
respect to the veterans of this country. 

I thank you for the opportunity to testify before you, and I would 
certainly welcome any questions. 

Mr. Stearns. I thank you for your candid comments, and I think 
you set the tone. 

[The prepared statement of Mr. Trujillo appears on p. 65.] 

Mr. Stearns. Doctor Galey, you are next. 

STATEMENT OF WILLIAM GALEY 

Dr. Galey. Thank you. It’s a pleasure to be here, thank you for 
offering me the opportunity. 

From my perspective as a Physician Manager, and as a Director, 
and then as a '^SN Director, the guidepost of 30/20/10 I found to 
be the first time that I had a clear vision of what it was as an orga- 
nization we were trying to accomplish, I believe that it has guid^ 
us toward more efficiency, more effectiveness, more accountability, 
and certainly toward more patient focus. 

Under the VERA model, VISN 20 in the first 3 years of the 
VERA model was a so-call^ “winner.” We got increased resources 
and were fortunate to have those resources to do things that need- 
ed to be done for veterans in the Northwest. 
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However, 2000 will be a different year. That will be the first year 
when we will experience significant shortfalls that I will be veiy. 
glad to talk about the specifics of, but suffix it to say will be in 
the range of $30 to $50 million in the year 2000. If we continue, 
over the next several years, on the budgetary path that we have 
outlined in front of us, I believe we will see even leuger budgetary 
shortfalls in VISN 20. 

The cause of this I do not believe Eire related to 30/20/10. I think 
they mostly are due to things such as unfunded mandates, a re- 
markable acceptance and valuing of our product with more veter- 
ans than we ever expected to see asking for our services, and the 
ongoing increase of inflation and the costs that are associated with 
new technologies, new drugs, new therapeutic interventions, which 
I believe veterans have every right to expect and deserve. 

So, therefore. I’m very pleased to have the opportunity to talk 
today about what I see are going to be the impacts for 2000, and 
certainly into the future if the bud^tary line is maintained. 

You asked about some sp^ific things that I thought were going 
to be important for us to think about in dealing wiui that. One of 
those things is, is that we have about an $800 million a year cost 
that is related only to inflation and the increased cost of pay raises. 
That’s expected, and I think it was integrated into the thinking 
about 30/20/10, but things like Hepatitis C, drugs like Viagra, the 
new treatments for a number of cancers and other therapeutic 
interventions that we can now bring to bear on the many maladies 
the veterans have, the aging population and their increased needs, 
are all things that are mandates for care for which 30/20/10 1 do 
not believe covers the monetaiy need. 

I ask that this group and the Administration support us in the 
mananment changes that we need to make, that are going to be 
very difficult for us all, change is difficult for us all, and under- 
stand that we are trying to do the very best that we can for veter- 
ans in making those changes, hoping to keep them focused on pa- 
tient care and patient needs, but at the same time taking advan- 
ts^ of every opportunity that we have to be as competitive and as 
efficient as any other organization. 

And, understanding that medical care technolo^, therapeutics 
are increasing rapidly, they are very effective and they are very ex- 
pensive, and veterans, I believe, have the right and an expectation 
that we will provide those services and therapeutics, and I believe 
we have an obligation to provide them. 

1 appreciate the opportunity and I am glad to talk about any spe- 
cifics relative to budget that you would like to ask me on VISN 20. 

Mr. Stearns. Hiank you. 

We’ll go to Mr. Farsetta for 5 minutes. 

STATEMENT OF JAMES FARSETTA 

Mr. Farsetta. Thank you for the opportunity of being here 
today. 

Just from a historical perspective. Network 3 has never been a 
network that has shied away from dealing with budgetary reduc- 
tions. Under the VERA methodolc^, we sustained the latest net 
reduction of any network. We’ve dready achieved in real dollars 
about $150 million worth of reductions. We have reduced our unit 
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costs by about 20 percent. We have eliminated almost 2,700 em- 
pl^ees. 

the idea of budgetary reduction is not something that is nec- 
essarily particularly troubling to Network 3. To this date, I have 
never been before this committee making a plea that dollars were 
necessary for me to maintain my operation. But, that really is not 
the case as we approach the year 2000. 

I think that the things that we have done in our network to be 
more eillcient are thin^ that have actually improved service to 
veterans, have actually improved the quality of service to veterans, 
but I am really out of what I call “across the board” options that 
we can continue to utilise. I have too much infrastructure. What 
1 mean by infrastructure is that I question institutional viability 
when you down size a hospital to a ^int where you have very few 
beds and yet you must support the infrastructure to keep that in- 
stitution open. 

For next year, my network is looking at a reduction in the range 
of about $100 million. That would probably put my total reduction 
over the course of 4 years at about maybe $220 or $225 million, 
which is probably a little bit more th 2 in 25 percent of my bud^t. 
I do not believe it is achievable without some fairly draconian 
things. In fact, I could not present a plan to you right now of how 
I would come up with $100 million. I think the idea of continuing 
to cut every medical center by a percent, without adversely impact- 
ing patient care, is simply not a viable solution. 

I do not believe that 1 nave enough mana^ment efficiencies that 
I can derive $50, or $60, or $70 million in the area of man^eroent 
efficiencies. (1 think not, in all probability, of proposing facility clo- 
sure, and I think the reality of the time frame that is allotted, per- 
haps, furloughs would be the only option that I might have avail- 
able to deal with budgetary shortfaUs that I think I am going to 
be confronting.) 

I have a whole series of other items that I could address, but I 
would prefer to do that in the questioning portion of the session. 

Mr. STEARNS. Thank you. 

And, the best for the last. Ms. Miller. 

STATEMENT OF LAURA MILLER 

Ms. Miller. Thank you, I appreciate the opportunity to be here 
and to make some informal comments. 

Like my colleagues, over the last 3 years I think we have made 
significant improvements in our network. We have established 14 
community-based outpatient clinics. We are treating more veter- 
ans. We are doing 70 percent of our surgery on an outpatient basis. 
We started at somewhere around 20 percent. We have reduced bed 
days of care from over 3,600 per thousand to around 1,200 per 
thousand, and we have managra to operate more efficiently while 
increasing services and the numbers of veterans that we treat. We 
employ 500 less staff than in fiscal year 1996, and expect to con- 
tinue reducing staff. 

Like some networks, we have managed to fare well under VERA 
because of the productivity and the low unit costs that we have 
had, and so this year, while we did not achieve a level of budget 
that was equivalent to inflation and our salary increases and so on. 
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we are managing and will obviously continue to manage within the 
dollars allocated. 

However, the horizon for fiscal year 2000 begins to reflect some 
of the same kinds of problems you have heard from my colleagues, 
I expect that, even though our concerns and issues with managing 
in 2000 will not be as significant as those in Network 3, as we 
move forward into 2001 and 2002, we will have the same kinds of 
problems that Mr. Farsetta is facing. 

In our network, we anticipate that we will have a significant 
shortfall in prosthetics dollars that I will somehow have to support 
in 2000, that the money funded will be short of need by around $5 
million. We expect the pharmacy budget to increase from its 
present budgeted amount of $55 million to over $63 million. We ex- 
pect personiu services to increase from their present $362 to over 
$371 million. I expect a utilities increase of 5.7 percent that I have 
no control over, and a subsistence increase of around another 3 per- 
cent. In addition, using a prevalence of 10 percent as a marker for 
Hepatitis C, as we begin that screening, and at an annual cost of 
$15,000.00 per patient, there is a bill of potentially $21 million for 
H^atitis C treatment. 

Given all these thinn we anticipate a $21.8 million shortfall, 
just without Hepatitis C or emergency services. Given that short- 
fall I have begun discussions with tne directors in our network 
about holding off on opening more clinics, about the numbers of 
wards that we may have to i^uce, about the numbers of FTE that 
we will have to reduce, about the need for tasted RIFs in some 
instances, and about ^e possibility of curtailing our contracted 
services for inpatients in Columbus, which is the largest city in the 
country without an inpatient VA presence. 

I would be most happy to answer any questions from the Com- 
mittee. 

Thank you. 

Mr. Stearns. Thank you, Ms. Miller. 

Mr. Stearns. Doctor Garthwaite, you are probably the only one 
at the table that can really implement changes and be a forceful 
advocate here, so let me start with my questions to you. 

You have heard the VISN Directors talk here, you know how the 
Paralyzed Veterans of America feel. In their testimony they imply 
that the VA budget has already detailed a national plan that is 
going to hurt the system, and they don’t think you are going to 
right size the system. We know that Doctor Kizer has had a memo 
tdldng about how precarious the bu<^et is. Let me just say, in the 
face of that criticism we are all working together for the same pur- 

E ose, to try and help veterans. We are trying to come up with a 
udget, and we made the ^reta^ of Veterans Affairs a Cabinet 
position because we wanted to see mm that position a strong advo- 
cate, somebody who is going to go out and make the case to the 
Administration. We donx feel it up here. You could be one of those 
people, you could go back to the Secretary and make the case, but 
in light of that criticism do you agree with Doctor Kizer’s memo, 
do you think the veterans budget is a precarious situation? 

Dr. Garthwaite. Yes, I think that this budget hais significant fi- 
nancial challenges ahead of us. I think that you hear irom people 
in the field that they are not comfortable. I do not think we heard 
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the same thing when we embarked on the dramatic changes we 
have made in the Veterans Health Administration during the last 
4 years. So, to answer to the questions — Is this an easy budget to 
live with? Are there hard choices ahead? When the total 
prioritization of the entire federal budget chooses to provide this 
amount for veterans health care, it is for us to reconfigure our sys- 
tem to provide maximum care to veterans with that amount of 
money. Significantly hard changes are ahead, and I tried to allude 
to those in my briei remarks. 

Mr. Stearns. The WA states in their testimony that it is their 
understanding that one of the reasons for OMB’s rejection of VA’s 
funding request is that the VHA finished fiscal year 1998 with 
some $600 million in savings. Could you explain that to us? 

Dr. Garthwaite. Well, I think that there are several reasons 
why we finished the fiscal year that we went through with some 
carryover. For the first time we were allowed, because of the MCCF 
funding legislative change in the Medical Care Cost Recovery 
Fund, we allowed to take some dollars forward. 

There was an additional quarter of MCCF collections that were 
put into that fund. Probably most significantly, we did not know 
the impact of enrollment and eligibility reform, because we were 
just bemnning to do enrollment mr the first time. Our managers 
responded to these uncertainties and without a long-term sense of 
our budget, without much understanding of where eligibility reform 
and enrollment were going to take us, by bringing some additional 
dollars forward for this year. In addition, we Imew, because of the 
5-year budget projections, that we were going to have to make up 
for inflation as well, and so, with all those factors ahead we had 
the opportunity, and I think appropriately so, brought forward 
some money. We do not see that the picture is rosy at the end of 
1999, there are significant challenges ^ead in this particular year, 
including paying for the Hepatitis C treatment, so we have de- 
ferred some things that the other witnesses have already outlined. 

Mr. Stearns. Let me talk to the rest of the panel. 

In the budget, they are talking about opening 89 new outpatient 
clinics to treat 54,000 new veterans. Let me ask you folks, can you 
do that with a fiat budget? I mean, is that possible, anyone who 
would like to answer that. 

Mr. Farsetta. I am not sure it is possible. I think, at least for 
me, it has got to be put in the context of what my actual budget 
is going to be. It would make little sense to me to continue expand- 
ing services, for example, if I am looking at maybe a day a month 
that all of my employees will not be paid. 

At some point, we need to make a decision, in terms of what seg- 
ment of the veteran population can we continue to treat with the 
resources that we have available, and I’m not sure what message 
we are sending, you know, to veterans, that if we do not have the 
resources to provide all the care that we need to provide should we 
continue to expand in that area. 

Mr. Stearns. Yes, Doctor Galey. 

Dr. Galey. As you know, when the legislation about the CBOCs 
was discussed, there was an agreement that they were not being 
put out there to increase numbers of new veterans coming through 
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the door, they were to provide increased access to the existent vet- 
erans. 

The CBOCs, in our vision, are in locations which I believe do pro- 
vide remarkably increased access, which is very favorable for veter- 
ans. Often times you have to travel several hundred miles to get 
to VA medical centers that exist right now. 

However, those veterans do have access to services in other ways 
within those communities, which I think in some instances is a 
hardship for them, but it is available. So then, what we have to do 
is to make a decision about what are we going to take out of one 
area to fund CBOCs if we make that choice, and since we believe 
that we are going to be hard pressed to meiintain the ongoing criti- 
cal services that we have in the centers that we now operate, we 
are putting CBOCs on hold. We believe that that, in Oregon alone, 
will save us about $1.6 million, when we are looldng at mat budg- 
etary shortfall of $30 to $50 million we believe that that is some- 
thing which to maintain the other services balances out, but it’s 
certainly not good for the veterans and their access to care. 

Mr. Stearns. Okay. Mr. Trujillo. 

Mr. Trujillo. In Network 18, we had budgeted about 43 total 
community-based clinics through the year 2000, but in view of the 
budget that we are looking at, and because we have opened the 
community-based clinics with dollars that we had within our sys- 
tem, and efficiencies that we have implemented in our system, and 
no additional doll 2 irs have been made available for that, we will — 
well, they will be taking the position of retreating and looking at 
those ve^ critically and doubt that we will make any further 
progress in opening community-based clinics. 

Mr. Stearns. Ms. Miller? 

Ms. Miller. We have been tracking utilization of our clinics and 
find that about two thirds of the patients in our community-based 
clinics are not new to the system, but have been utilizing the sys- 
tem. We are able, in the community-based clinics, to ofTer those 
services at a lower per unit cost than we typically experience when 
we provide service in a tertiap' care setting. we believe that it 
is a more efficient way to deliver the primary care services, and it 
is part of the reason tnat we have been able to expand the number 
of veterans we treat. 

However, you get to a certain point, where taking the utilization 
of the resources out of the tertiary centers and the long-term care 
programs has to come to a standstill. Once we have reacned a point 
where we can longer shrink utilization in these areas, and I brieve 
by the end of this year we will be at that point then I have some 
concern about whether or not we can continue with the few more 
clinics that we have scheduled or without reductions. 

Mr. Stearns. Now, the budget also includes $39 million to hire 
197 full-time employees to expand the homeless programs. Now, 
when you talk about a budget, it is easy to promise things. You can 
promise things to everybody, but the problem is, you may not be 
able to deliver. Is this an example where the budget cannot deliver, 
hiring 197 full-time employees, spending an addition^ $39 million? 
Can you folks, under your flat budget, fund this program? 

Dr. Garthwaite. Certainly one of the expectations would be that 
if we treat more homeless veterans more comprehensively and get 
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them out of homelessness, that their total heailth care needs would 
diminish, "^ere is evidence in the medical literature that homeless 
veterans consume more resources, are sicker in general than those 
who are not homeless, and that by improving their nutrition, im- 
proving their exposures and so forth, that we could decrease the 
costs that we would otherwise have to put into treatment if they 
just present to our hospitals with illnesses. 

Again, we are not curing the homeless problem with this, we are 
malung a small step to address it in a little more aggressive fash- 
ion than we have in the past. 

Mr. Stearns. The last question I have, Doctor Garthwaite, deals 
with the bonuses for VISN Directors. As I understand it, VISN Di- 
rectors could earn an additional $80,000.00 in addition to their 
present salary for doing good work. Is that accurate, and have any 
one of you got an additional $80,000.00 bonus? 

Dr. Garthwaite. No, it is not accurate. It would be good news, 
I simpose, to the people sitting around me. 

Mr. Trujillo, fegn me up. 

Mr. Stearns. Are you coming back? 

Dr. Garthwaite. Mr. Trujillo, it is too late for you. No, there is 
no truth to that. There are some bonuses. I would point out to you 
that if you compared the sdary structure, certainly of our non-phy- 
sician leaders, and even our physician leaders, to private sector 
health care leaders in integrated networks of the budgetary size 
and complexity that we have, we are paying a half, a third, maybe 
even a quarter of what the private se<^r is paying. These are folks 
making very difficult decisions, and they are doing it, really, on a 
relatively modest government salary, because as Tom Tnyillo put 
it, for their love of the principle and for service of veterans. 

We do give some bonuses, the maximum amount we gave under 
our structure last year was $16,000.00. Only a few VISN Directors 
got that amount, ^veral got a smaller amount, and a few got Pres- 
idential Rank Awards. We have that data available if you would 
like to see it. For the last couple of years that money is given for 
demonstrable improvement in the outcomes for veteran patients, 
and I think that is another key piece. There are relatively few gov- 
ernment agencies where managers have to make something 
change — the access, the courtesy scores, the preventive services 
and so forth for veterans to be considered for bonuses. Improved 
service is a significant factor in determining those amounts and not 
for cutting budgets as has been suggested oy some. Of course, our 
managers get a budget, and they have to live with it. They get a 
bonus if they are able to make veterans outcomes of care, and ac- 
cess scores and things like that improve. 

Mr. Stearns. Ok^. 

Let me go to Mr. Doyle, Pennsylvania, the Ranking Member. 

Mr. Doyle. Thank you, Mr. Chairman, and thank you to the 

E anelists for being here. Tom, especially someone like yourself that 
as been on both sides of the fence now, we appreciate your testi- 
mony, and, Laura Miller, good to see you again, we miss you in 
Pittsburgh. 

Ms. Miller. Thank you. 

Mr. Doyle. A couple questions, and maybe a couple comments 
first. Nobody on either side of this aisle likes this budget. This 
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budget does stink. I just do not understand how we can flat line 
a budget since 1997 to 2004 and expect this system not to collapse. 
But, I want to remind my colleagues, too, that those of us that 
were here during the Balanced Budget Act, I would venture to say 
every member of this committee probably voted for that budget 
agreement, and in that agr^ment there are spending caps, and we 
are looking at some $30 billion of discretionary spending cuts in 
that budget, and those of us that sit on this committee that are 
asking for increases in this budget, and I am one of those people, 
have to be prepared to also break that budget agreement, becaiise 
that is what it is going to entail. It is going to entail members of 
Congress who voted for those spending reductions, back when the 
Balanced Budget Act was there, be willing to rethink, given the 
fact that we are in a surplus position and that the economy is 
doing a lot better than it was back when we made that agreement, 
whether or not we are willing to bust those budget caps to provide 
the revenue that sits here. 

So, in defense of the Administration, and I do not like anything 
about this budget, I think I made that clear, but in defense of the 
Administration they are trying to keep their budget requests in 
line with the balanced budget agmment that we all voted for, and 
we are going to have to be willing to break those spending caps. 
And, I am sure, you know, Mr. Kasich, and other members of the 
Budget Committee, and the appropriators, are not as willing to do 
that as maybe some of us are, but I think, you know, in fairness 
to the Administration that point needs to be made. 

Doctor Garthwaite, let me ask you first, and I think my friend. 
Cliff Steams, alluded to this earlier, that VHA has r^uested con- 
currence on some reductions in force and other right sizing authori- 
ties needed to get several VISNs through the current fiscal year, 
are you aware of where those requests are at this time and when 
the S«retary will review them? 

Dr. Garthwaite. I can tell you what I am aware of. I know that 
following the hearing on February 11, the Secretary and Doctor 
IGzer met, discussed those budget requests, and that they are un- 
dergoing a final review by the Secretary’s office. I cannot promise 
you a date, as it is out of my hands, but I know there has been 
additional discussion between the Secretary and Doctor Kizer re- 
garding those. 

Mr. Doyle. Does the VA — do you have a plan for managing a 
zero growth budget for the foreseeable future? I mean, if you could 
speak to us about the numbers of hospitals that would be closed, 
the number of patients that you would be able to treat under that 
scenario, the number of full-time employees that are going to lose 
their job in order to conform to this no growth budget for 6 con- 
secutive fiscal years, I mean, what is that going to look like and 
what is your plan? I mean, we were here at a hearing February 
11, and Doctor IQzer and Secretary West said that, you wonderful 
VISN Directors are all going to come up with a plan to implement 
this budget, I am very curious what your hospitals are going to 
look like after 5 years of consecutive no growth budgets and what 
that is going to mean in real terms and real prople and services. 

Perhaps, each of you can address that a little bit. 
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Dr. Garthwaite. I would just say a few words. If one just looks 
at the numbers and projects it out a bit, and assumes a usual per- 
centage of our budget for personnel, which is like 76 percent or so, 
and considers normal inflationary increases guess at how many re- 
ductions in personnel would be necessary to live with that sort of 
fixed rate. 

The problem is that there are thousands of other things that are 
changing simultaneously, Hepatitis C comes in, you pay some 
more, minimally invasive surgery comes in, you save a little, out- 
patient drug rehabilitation becomes the standard of care, as op- 
posed to inpatient, a dramatic change in what happens and you 
save, then total hip arthroplasty, you know, artificial hips comes in 
and more veterans need those and that costs. So at any given mo- 
ment there is this continuous flux of things that save money and 
that cost money. 

In addition, every network is diflerent. It is said, all politics is 
local, we believe all health care is local. That is why we turn to our 
network directors, why we meet with them on a monthly basis, talk 
to them on a weekly basis or more often, and are in constant dis- 
cussion and negotiation about how best to deal with these budg- 
etary ch 2 illenges. 

So, we believe it has to come from below, because it is relatively 
difficult to see all the nuances and impacts from far away, or to de- 
sign a policy that if implemented across the entire nation would 
work just as well in New York City as it would in rural Oregon. 

And, for that reason, we do not have the kind of specifics you 
might talk about, I mean our plans are much more generic and 
larger in nature. I think I will stop there and let the people on the 
panel address your question. 

Mr. Doyle. Yes, I would be interested to hear from the VISN Di- 
rectors, and Tom, just speaking to where they see their VISNs with 
6 years, five consecutive years of flat line budgets. I mean, what 
are your systems going to look like, and how are you going to cope 
with that? 

Mr. Farsetta. I think there were probably some questions that 
need to be answered, or at least rais^. If we assume that we will 
be caring for the population that we are currently caring for, I 
think the facilities would look one way. If we were willing system- 
wide to make some determinations relative to the various priority 
categories of veterans, those that we would elect not to provide 
services to, if we were to look at, for example, whether we will con- 
tinue to provide long-term care, I think that is clearly going to 
have an impact on what the network would look like. 

But, if I were to look at my network in a 5-year straight line 
budpt and total that up in terms of increased expenditures that 
I will be incurring in dollars that I will not have, it would probably 
equate to close to the budgets of three hospitals. So, I would not 
be able to provide funding for upwards of three medical centers. 
I’m not saying they would close, but that is what it would come to 
in dollars. 

Now, for my network you have to factor in the impact of VERA, 
which is roughly $150 million. 

Mr. Doyle. And, you are a VERA loser, right? 
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Mr. Farsetta. I am the VERA loser. I am not a VERA loser. So, 
it is quite, I believe draconian, and quite honestly without decisions 
I am not sure how manageable it is, and by the same token I am 
not sure how honestly you want to talk about things, because when 
you start discussing closing institutions, it has a whole secondary 
effect on the veteran community, most importantly, where are they 
going to be deriving services and on the employees in that area, 
and there may be other ways of dealing with it that has to do with 
the fact that we will simply be providing less service to less veter- 
ans. So, veterans who otherwise would have been entitled to health 
care won’t be anymore. 

I am certainly opposed to that, I think we owe veterans whatever 
it is that they have done for this country, and that is the reason 
that we are here, but when it comes to dollars, and it comes to 
quality of patient care, I think tough decisions are ultimately going 
to have to be made. 

Mr. Doyle. Anyone else? 

Dr. Galey. Yes. I took the flat line budget to be related to, and 
in a context with, 30/20/10. My sense is that we will reach all but 
the 10 goal far ahead of the 2004 time frame, and if, for instance, 
we are going to continue to see over that time period 7 percent 
growth in our veterans, on the average per year, or 36 percent 
rather than the 20 percent we are slatM tor, that is, in my mind, 
a change in the lanascape that was not expected under that agree- 
ment, and, therefore, we would require more funds for it. 

In addition to that, it considered the medical care scene as it was 
at that point in time, and as we know and have heard it has 
changed dramatically, and is continuing to change, and while we 
do have the offsets of things that improve our costs and decrease 
our costs at the same time, I believe the increased costs are win- 
ning at this point in time. So, that is a change in the landscape 
as well. 

What will that have as an impact on our network? Well, we are 
going to see the same impacts that I believe Jim was talking about, 
perhaps, to a different degree. We have certain control points. We 
are either going to decrease the number of veterans, we are going 
to have to decrease the number of services that are within the 
package, or we are going to have to start closing centers or pro- 
grams to be able to maintain that budgetary status. 

Ms. MlLLEH. I would basically echo Doctor Galev’s comments. I 
think that over an extended period of flat line bu<feets, if we con- 
tinue to have budget decreases under VERA, it would be about 
equivalent to one of our facility budgets, and I could see that we 
will have to make some program decisions that will be very un- 
popular, not only with the veteran community, but also with our 
amliates, and I think that that is going to come in this next budget 
cycle. 

I also think that the policy issues regarding where we are going 
on long-term care need to be addressed because we cannot main- 
tain everything. 

Mr, Doyle. Thank you, Mr. Chairman. 

Dr. Garthwaite. If I could have one sentence, just to say that 
I think if you look at our testimony when 30/20/10 was proposed 
and adopted as a 5-year budget plan, it was with the proviso that 
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you could not pull it apart, you could not just say we want the 30 
and the 20, but you don’t get the 10. It was with that explicit testi- 
mony. 

Thank you. 

Mr. Stearns. Okay. 

Mr. Simpson, anything you would like? Any questions? 

Okay. Mr. Snyder, I think you are next, and I just have to run 
to the Floor to give a statement and I will be back, and I will ask 



OPENING STATEMENT OF HON. VIC SNYDER 

Mr. Snyder. Thank you, Mr. Chairman. Before you leave, I want 
to thank you for this panel. I think this is a very helpful to have 
these directors where, I do not want to say where the rubber meets 
the road, but I think that is what we are thinking, and 1 really ap- 
preciate them being here. 

I wanted to ask Mr. Garthwaite, picking up on what Mr. Doyle 
said and one of the comments you made, Doc* " Garthwaite, I am 
sorry, you and I worked too hard for those .'ees to give them 
away that easily, in your statement you referred to our part of the 
Balanced Budget Agreement, talk about that a moment, if you 
would. You know, the information we have, I think, is that sec- 
retary West, or actually you all’s submission to 0MB was for, I 
think, $1.3 billion more than was in the President’s budget, so you 
must have foreseen that your part of the Balanced Budget Agree- 
ment, at least extended another — that you were entitled to another 
$1.37 billion. How do you analyze what you foresee, or what you 
all see as the Veterans Administration’s part of the Balanced Budg- 
et Agreement, how do you see that? Or, does somebody come to you 
and say, after you have submitted it, hey, we have got a balanced 
budget we have got to do, and you all are going to get cut back? 

Dr. Garthwaite. I think we started this year wnth a sense that 
we had 5-year projections dating back a couple years, and when we 
began to pull together the budget to meet those projections, I think 
both Doctor Kizer and Secretary West looked at the challenges that 
those levels would entail with regards to things that were not on 
the table when the Balanced Budget Act was passed, such as, the 
Hepatitis C issue, the sort of consensus was that the additional 
funds should be requested. 

Mr. Snyder. I understand that, but your submission was for al- 
most $1.4 billion more. 

Dr. Garthwaite. Right, I think that is 

Mr. Snyder. Did you believe that submission, you thought you 
were still within the constraints of your part of the balanced 
budget? 

Dr, Garthwaite. No, I think that we felt as we looked at those 
additional pieces that we needed to raise that during the Adminis- 
tration budget discussions to put clearly on the table those particu- 
lar issues and their added costs. I think the stresses envisioned 
was reflected by the testimony here. 

Mr. Snyder. I have kind of gotten the impression. Doctor 
Garthwaite, that there are things you would probably rather be 
doing today than having to deal with this particular issue, canying 
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the water you are carrying, but Doctor Kizer’s memo, which I guess 
probably within about 2 hours after he signed it was faxed all over 
the world, I was going to say the Free World, but, you know — but 
he actually did not say in there significant challenges, his memo 
says to S«retary West that there are very serious financial chal- 
lenges, and the significant challenge to me is figuring out what to 
do about Hepatitis C for veterans, l^is is a kind of a different kind 
of a challenge. 

I like what Ms. Miller talked about, you know, the push towards 
more efficiency, and we always have this challenge, whether it is 
in business or government, the proper tension between, you know, 
watching the bucks, recognizing the taxpayer dollars, being as effi- 
cient as we can, versus providing the quality of care. 1 do not know 
if I want you sill, I do not know if I want these, used to be four, 
now three people going to into this year with a serious financial 
challenge. I think I want their challenge to be providing quality 
care to veterans and meet the mandates that we are giving them. 
I am going to try to give you another one with regard to Hepatitis 
C, if I can, because I think it is real problem out there. 

My question is, I mean would you agree. Doctor Garthwaite, that 
the challenge that is facing them, a very serious financial challenge 
is the wrong kind of challenge that we ought to be laying on your 
staff? 

Dr, Garthwaite. Well, I think — there is no easy way to do this. 
Obviously, our job is to take the money we are mven and to turn 
it into the best care possible. The reason I think we brought for- 
ward the additional initiatives in the internal process was because 
these are ve^ difficult man^ment challenges to take on. To un- 
dertake a RlF takes time, it has significant repercussions, both 
personally for the people who are Rlr ed, it has significant reper- 
cussions for the people who have to go through it, and to deal with 
colleagues who are losing their jobs. 

Mr. Snyder. Let me interrupt, because we, of course, the Chair- 
man is gone, I guess we could just have as much time as we need — 
oh, no, we have got a new Chairman, you know, you say vour job 
is to take the money you are given and do the best job with it, but 
Doctor Kizer’s memo was not a memo about, we have a rare oppor- 
tunity to set a model of efflcienCT for health care in America today. 
I mean, that’s not the tone of the memo. The memo was, he does 
not say it, is that we have been screwed. I mean, that is the tone 
of the memo, you know, and we all know it, and you all know it, 
and Doctor Kzer is a doctor and he’s sending word out to his medi- 
co administrators, we got screwed in the budget and if we do not 
to work on it we are going to be in precarious difficult times. I 
mean, that is a different kind of a challenge, is not it not? 

Dr. Garthwaite. I would think the imolication is that these are 
very serious and difficult challenges, ana we cannot wait to take 
action, to put us into a position to live with the budget. If we wait, 
the nature of our business is that it will cost more later if you do 
not take the administrative actions early, and you will have to take 
more actions later and they will be less effective and helpful, and 
less reasoned. 

Mr. Snyder. I had several other questions I wanted to ask, but 
maybe I will just go on a different line here. For our directors, 
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what has been the impact, as not just this butteet, but of what Ms. 
Miller called, you Imow, the push towards efficiency? One of the 
things I have liked about the VA, as somebody who trained at two 
different VAs, both in Portland and in Little Rock, is that medical 
education, those kinds of things, what is the potential impact on 
the research that is being done at these facilities, what is the im- 
pact that you see on recruitment of the kinds of physicians that 
you want at VA facilities? 

Dr. Galey. Let me take a stab at that. 

First off, the research budget is a separate line item, I believe 
that is the correct term for it, and so I do not see an impact di- 
rectly because of our medical care budget on that budget. 

However, I do see that because we are strivit^ for increased effi- 
ciencies because we are going to be short of FTE and so forth, that 
the individuals that do the research, the clinical investigators, are 
going to certainly feel the Impact of a short medical care budget. 

Mr. Snyder. Let me, I mean I think that is an important point 
there, I mean, what you are telling me is in looking for efficiencies, 
people that you hire, physicians that you hired to be researchers 
are being asked to do more clinic work, I mean, they are being 
asked to see more patients than they were originally told, is that 
a fair statement? 

Dr. Galey. Yes. 

Mr. Snyder. So, they are doing less research. 

Dr. Galey. Yes, that is true to an extent, and let me explain 
what I mean. There are some good things about that as well. First 
off, in the past we did not pay a whole lot of attention to the re- 
search accountability, the vuue of having the budgetary con- 
straints is that now we do, and I can tell you a lot better now that 
our investigators are every successful at what they are doing. They 
are very etlicient at what they do. They manage their time very 
well, and our research is better because of it. 

Our clinical care activities, all of our researchers in our VISN are 
expected to have clinical care activities, and it is a stress on them 
when they have to do more. We are trying to do our very best to 
make sure that they have guarded time to complete their research 
activities. 

I mean, it is a double edge. We improve the efficiency, but it is 
harder when you do more things in the same length of time. 

Mr. Snyder. My time is up. Thank you. 

Mr. Simpson (presiding). Mr. Rodriguez. 

OPENING STATEMENT OF HON. GIRO D. RODRIGUEZ 

Mr. Rodriguez. Thank you, Mr. Chairman. 

Mr. Trujillo, first of all, I think you are too young to retire. 

Tom, I think I was hearing you, where you were identifWng as 
politics all being local, and I heai^, as a Hispanic I heard about 

politics being loco. There is no doubt that this budget is crazy 

Mr. Trujillo. No comment. 

Mr. Rodriguez (continuing). In terms of trying to accomplish 
some of the things Uiat we are trying to do. 

Let me — back home, I represent San Antonio in south Texas, and 
for the very first time in Alonistene, the last or so, we have seen 
an opportunity 200 miles away from San Antonio that I also rep- 
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resent where there was no access to, you know, they had to go all 
the way to San Antonio to get service, and now we have seen the 
possibility of some clinics and that kind of thing, so that has been 
real good. Although, at the same time, it seems like we have al- 
ready moved to cut a lot of the rehab activities, and we are getting 
a lot of concern by a lot of the veterans that that is essential for 
some of the things that they need, the rehabilitation aspects of it, 
and it seems to have been identified as something that is like a 
luxury, when in all honesty it is something that is real serious, and 
I would want you to comment on that. 

And, I also would want to get some feedback. I know we estab- 
lished some pilot pro^ams regarding third party reimbursements, 
and at least 1 am under the impression that San Antonio and that 
remon is one, because, I mean, when you go all the way to Browns- 
ville there is nothing down there and it is almost 250 miles away 
from San Antonio and that region. We have one other center, which 
is Carville, which is north of us instead of south, and I hear that 
that might be closing down, and I do not know if you want to com- 
ment on that. There are four Con^ssmen out of San Antonio, it 
is not in my area, but it does service some of my veterans in my 
area, and I would want to get some kind of feedback from you. 

And, for my friend who was talking about VERA, let me just say 
that we are still fighting. Sometimes I have seen that data, there 
is about $1,000.00 disparity between other areas and what we have 
in comparison, and I know that, you know, some of my counties 
double in the number of population because of the winter birds that 
we get and a lot more veterans that come in in Zapata and Stark 
County and some of my lower counties on the border. And so, I 
wanted to see if you could comment, both on the existing cuts al- 
ready on rehab activities, and secondly, on the third party reim- 
bursements, in terms of where we are to try to move on that area. 

Dr. Garthwaite. Thank you, Congressman, and, clearly one of 
the meyor initiatives of our reinvention has been to put access to 
VA hemth care where veterans are, and I have used the southern 
Texas, Rio Grande Valley, as an example of why we have had to 
make changes. It is not acceptable to drive 400 miles for your high 
blood pressure check, and we are pleased that we are maldng 
progress in providing access locally. 

I believe rehabilitation medicine is a critical part of delivering 
medicine, and I was not aware that there are some perceived 
changes in delivering rehab medicine in that area of the country. 
We will take a look at that and try to get you a specific answer 
as to what's going on. 

What was the other peirt? 

(Subsequently, the Department of Veterans Affairs provided the 
following information:) 

The VISN 17 bud«t allocation to the South Texas Veterans' Health Care System 
for FY99 required $9 million in budget reductions. Vertical cuts and consolidations 
submitted to program ofBces for review included consolidation of 20 acute rehab 
beds into a 90-bed Extended Care Center. The most common diagnoses in the acute 
rehab unit were acute stroke, amputation and joint replacement rehabilitation. Staff 
in the extended care unit ia res^naible for preexisting care plans for stroke and 
amputation patients and rehabilitation planning is still provided by Physical Medi- 
cine physidana. Staff from the consolidated acute rehab unit still performs the re- 
quired therapy. In addition to this inpatient program, physical medidne runs an 
outpatient program that has not changra in the last year. 
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Rehabilitation ie also provided for substance abuse patients in a 26-bed inpatient 
detox and stabilization unit A 20-bed intermediate care unit for dual diaraosis and 
homeless patients with substance abuse was closed November 1, 1999. These pa- 
tients are currently treated in an ou^atient substwce abuse program with housu^ 
in a contracted halfway house. Capacity for rehabilitation services in spinal cord in- 
jury has not changed in the paA yw. 

Moving of the site for rehabilitation services in order to reduce staCBng initially 
caused msniption in normal communication and referral patterns. However, this 
disruption hu been resolv^ and the consolidation rehamlitative medicine serv- 
ices has had no negative impact on the level or quali^ of rehabilitative services pro- 
vided to our veterans. South Texas continues to provide a comprehensive level of 
service. 

Mr. Rodriguez. The pilot program on third party reimburse- 
ment. 

Dr. Garthwaite. Right. Third party reimbursement. We con- 
tinue to fall a little bit short of our goals, which we set fairly ag- 
gressively. We increased the amount of money we are taking in 
with third party reimbursement and are returning that locally for 
care of veterans in that area, and we are pleased that we continue 
to produce more. 

We have significant changes to make, and to be honest with you 
they start at the very front end and are all the way through the 
billing cycle. We did not grow up as a health care system having 
to do billing, and so that is not Duilt into our culture. Most other 
health care systems that did not do this well are currently out of 
business, so the private sector does this very well. We did not have 
to do that until the B£ilanced Budget Act of 1997 made those collec- 
tions a part of our funding stream. 

We are at work very h^ now with SWAT teams and aggressive 
educational efforts, and changes in structure and processes, the use 
of outside consultants in some places, where we are really looking 
very hard at how we can appropriately bill for veterans care under 
medical care cost recovery, ana how we can take that money and 
then return it to the care of veterans in the area. And, I think we 
are making progress, I think we have significant work to do in this 
area. I would not say otherwise. 

Mr. Rodriguez. Yes, and then just in terms of your budget, I 
know that we want to continue to move on those clinics. I know 
that Con^essman Shows from Mississippi teilked about— or wanted 
me to ask you also about the clinics, to make sure if that is going 
to have an impact based on the budget that you have now, and I 
am also very supportive of the importance of looking at the home- 
less veterans. There is nothing more depressing than to see a vet- 
eran that is homeless out there and that we are not doing sufficient 
enough, not to mention that around the border we have a large 
number of individuals with non-resistant tuberculosis, and that 
kind of thing, and, in fact, in Mexico there is some startling data 
of over 11,000, you know, individuals, and it is right across the 
border. 

I wonder if you could make some comments as it deals with nurs- 
ing homes also. Because of the fact, and 1 am just going to throw 
this caveat, one of the concerns is that you are dumping them into 
the nursing homes and not providing the care, and I am wondering, 
just how cautious are we going to be in that effort, in terms of pro- 
viding alternatives such as, you know, homeless shelters, as well 
as nursing homes. 
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Dr. Garthwaite. Well, certainly, and it is not our intention to 
dump any patients anywhere, it is our intention to place them ap- 
propriately where their care needs would dictate. We, obviously, 
nave significant issues with regards to being able to afford all of 
long-term care that all veterans would like to have, and we do have 
a report from an outside panel being circulate for comment and 
a group looking at coming forward with some recommendations 
that we will obviously share with the committee and broadly with 
our stakeholders with regards to long-term care. The bottom line, 
of course, is that it takes a lot of money to expand services. 

We do have some modest expansions for our home-based primary 
care initiatives in this particular budget. 

In terms of homeless, I think we continue to be one of the m^or 
providers of hands-on care for the homeless. I think we are encour- 
aged by our efforts and to the extent we can, we will free up new 
dollars to put into those efforts, because as I mentioned before we 
think that is the right thing to do from a lot of perspectives, most 
importantly, from the veteran’s perspective. 

Mr. Rodriguez. Mr. Chairman, can I ask one more question, real 
short? 

Mr. Simpson. Sure. 

Mr. Rodriguez. Following up on Doctor Snyder’s question re- 
garding teaching, I am not sure what role we play, but I know in 
my area we have a teaching hospital, and we have both the Air 
Force and the Army participating. As it relates to the teaching as- 
pect of it, what kind — and the talk about cutting down on hos- 
pitals, and I know we have to, you know, trim down, what kind of 
impact does that have on the teaching aspect of it, in terms of fu- 
ture physicians and nurses and everyone else? 

Dr. Garthwaite. I think the specific impact the VA has, is that 
we have decreased the total number of residency slots over a 3-year 
period following recommendations from a panel chaired by the 
former head of the Association of American Medical Colleges. 

The biggest issue, I believe, in health care education today is 
that the training of doctors has traditionally been an inpatient ex- 
ercise, and we have dramatically changed where we deliver care. 
So, if we are delivering primary care in a small community-based 
outpatient clinic fairly far from the tertiary medical center, we 
need to somehow have the medical schools and the training pro- 
grams reinvision where they are going to have to deliver the train- 
ing for those new doctors as they come along, and other health care 
providers. 

So, the big transition for medical schools is changing the edu- 
cational models. They see that, in fact, in part on their own, and 
in part, I think, to the response to the way we are changing the 
heith care system in the VA. I don’t see that traditionally aca- 
demic institutions are quick to embrace that change. These things 
have built up over a long period of time, and medical schools have 
signiflcant other issues as well. 

So, I think we are making progress. I think that medical schools 
are changing. I would challenge them to change a bit faster, be- 
cause we need to change the way we deliver care faster than they 
seem to be adapting to us, but I think they have picked up the pace 
more recently. 
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Mr. Simpson. Mr. Smith. 

OPENING STATEMENT OF HON. CHRISTOPHER H. SMITH 

Mr. Smith. Thank you very much, Mr. Chairman. 

Sorry I am late, but I will look at the testimony, and I just have 
a couple of questions, and, Mr. Farsetta, thank you for your help 
in the past and your avail^ility to meet with me and my staff over 
concerns about our local health care facilities, including the Brick 
Clinic. And, I was just wondering if you could tell us if the Presi- 
dent's Fisc^ Year 2000 budget were to be passed, as you know we 
are tmi^ to add back those specialty care items that have been 
lopped off, what would be the impact on the Brick Clinic, and, spe- 
cifically what would be the impact on your region generally? 

Mr. Farsetta. It is hard for me to comment specifically on the 
impact on the Brick Clinic. I mean, the Brick Clinic is a productive 
clinic, it provides various central services to veterans in the central 
and southern part of New Jersey. It is a fairly efficient clinic, and 
it really is a liirection that the VA is moving in, so I can’t tell you 
specifically what is going to happen to the Brick Clinic. 

But, in the overall context of the budget, I identify between 
VERA and budgetary absorptions of numbers close to $100 million. 
A $100 million reduction in a network that has already experienced 
a reduction in purchasing power of about $160 million is really a 
stugering amount of money. 

The ability to continue to effect reductions across the board, 
meaning every hospital, for example, the New Jersey hospitals con- 
stitute roughly 22 percent of our budget, to think that I could get 
$22 million additionally out of Lyons and East Orange, when I 
have taken out $25 million this year, is very difficult to ask, with- 
out thinking about some alternatives, and that would encompass 
the whole network. That has to do with shedding some infrastruc- 
ture, and shedding infrastructure means, in all honestly, either 
changing mission of hospitals or closing hospitals. 

So, I put it in the context of what has happened historically and 
what is being asked now, and what may be asked, in point of fact, 
in the future, because I am looking beyond 2000, I ne^ to look at 
2001 and 2002. 

The other issue, that the idea of generating significant dollar 
savings for next fiscal yesu*, since 70 percent or 75 percent of our 
dollars are tied into people, to begin to generate savings quicldy is 
really not something that is very probanle, because even if we go 
through a RIF process, which I think is a horrible thing because 
you are really affecting the livelihood of a lot of people, RIFs don’t 
come without expense, and a RIF will probably cost us at least 
$30,000.00 to $40,000.00 per employee. So, even if the employee 
were to leave, because you identified a RIF, somebody is still going 
to be paying for that for the better part of, perhaps, a year. It real- 
ly is a product of how long the employee has worked. 

So, as I told the panel earlier, I do not have a good answer, be- 
cause right now I am not sure that there really is a good answer. 

Mr. Smith. Is it not true, thoi^h, that VISN 3 has really taken 
it on the chin, perhaps, disproportionately, vis-a-vis the rest of the 
other areas? 
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Mr. Farsetta. We can hold another hearing on that. I do think 
that VISN 3 has had the most substantial loss under the VE^ 
model, and while I think part of that is justifiable relative to ineffi- 
ciencies in the VERA, I think the other part of that is a product 
of our case mix, the kinds of patients that we take care of, and the 
way our network was constructed. 

As an example, we have the largest percentage of AIDS patients 
in the entire vA system. A problem that — and, as expensive as that 
has been with the funding of Hepatitis C we will have a much 
more substantial population at risk. So, while other networks may 
be talking about $20 or $21 million to deal with Hepatitis C, I am 
looking at probably $71 or $72 million over the course of 18 or 24 
months. So, we are looking at — and that, basically, is just my case 
mix, it has nothing to do with whether my people are efficient or 
inefficient, it h^ls to do with the population that present itself at 
our institutions. 

Mr. Smith. Doctor Garthwaite, knowing that our case mix, per- 
haps, is a bit different than other VISNs, will that be taken into 
consideration if there — especially if there are add backs by this 
committee and by the Appropriations Committee, because our con- 
cern is, and we went through this exercise last year as we were 
talking about putting back a substantial amount of monev, it 
looked as though, and, perhaps, is so, that we get very little of 
that. And, we do have a very, you know, unique mix of veterans. 
Mr. Farsetta talked about the number of AIDS patients, and I 
think Hepatitis C will be another. We do also have one of the few 

spinal cord injury 

Mr. Farsetta. Three 

Mr. Smith (continuing). Not one, three. 

Dr. Garthwaite. He reminds us of that. 

Mr. Smith. And, Alzheimer’s disease, I mean we have — there has 
been a real responsiveness to the real problems of our area. 

Dr. Garthwaite. I would lust say that we recognize that several 
VISNs have been challengea, perhaps, out of proportion to others. 
There are three that have been exceptionally challenged by the 
VERA model, those are 1, 3 and 12. 

I do not think it’s just AIDS, because we account for AIDS in a 
special categop^ of funding that I think probably is fairly reason- 
able and provides the resources to account for that. I think there 
are a couple things that as I have looked at that are relatively 
unique between the networks that are the largest VERA disadvan- 
taged, if you will. One is, and, perhaps, the primary one, is that 
we had in the past, in our rush to amliate with medical schools, 
tried to match VA facilities with medical schools in the area. In 
those three cities, Chicago, Boston and New York, six medical 
schools are within a 1-hour driving distance of a central point. T^at 
leads to duplication of services. It leads to competition among the 
medical schools and the private sectors that carries over into the 
VA and so forth. We are working hard with our partners in aca- 
demic medicine to try to restructure how we deliver care, and to 
look at redundancies of programs, and whether we are just keeping 
programs alive because we have always done it, or whether we 
have to look for ways for them to partner to have a meaningful and 
efficient neurosurgery program, cardiovascular surgery program 
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and a variety of others. 1 think those are some of the real chal- 
lenges that are also in the budget. 

We have some hospitals that, frankly, could be combined, and 
that we are going to have to look at, in those three areas as well. 
We have a lot of extra floor space. We have a proposal in the budg- 
et of ways to deal with some of that excess spa» as well, yet to 
retain those funds for the service of veterans. 

So, I think there are complex reasons why Jim’s network comes 
out with most of the numbers as relatively inefficient, certainly not 
something that anyone has set out to do, but there is a lot of his- 
tory, a lot of what we have built, a lot of expectations. I think in 
the past we made a trade off between the longer lines in the south 
and naving several affiliations in one city, but I think we are going 
to have to face down some of those chrulenges in the next several 
years as well. 

Mr. Smith. Okay, thank you. I see my time is up. 

Mr. Simpson. We have sufficient time for another round of ques- 
tions. 

Mr. Doyle? 

Mr. Doyle. Thank you, Mr. Chairman. 

And, I think Doctor Snyder alluded to this, too, you know, the 
exact wording from Doctor Kizer, he said he believes we are in a 
serious and precarious situation. If we don’t institute these difficult 
changes in a timely manner, we face the very real prospect of more 
problematic decisions. For example, mandatory employee furloughs, 
severe curtailment or elimination of programs, ana possible unnec- 
essary facility closures. And then he asks that we establish this 
protocol very quickly, so that they can do this ri^t sizing. 

A couple of quick questions. Have any of you ^SN Directors sub- 
mitted any recommendations as we speak to the Secretary for these 
types of restructurings that Doctor Kizer alludes to? And, two other 
questions, too. I don’t know if anyone has asked about — I’d like you 
all to comment on waiting times in your VISNs. We hear stories 
throughout different VA networks of 4 months to a year waiting 
time tor patients to get care. If someone has to wait a year for an 
appointment, that is, to me, like just a denial of care, and is that 
occurring in your VISNs? 

And then lastly, we hear sug^stions that nurses are being rou- 
tinely asked to work double shiiu in the hospital. Is that occurring 
in your VISNs? How valid is that type of information we are 
getting? 

Mr. Farsetta. I will try to respond. I do have a request in to the 
Department for a RIF for two of my institutions that would total 
close to 400 employees, and we are awaiting the status of it. We 
know it is in, we know it is being approved, it has not been 
approved. 

Waiiting times, by and large, have gotten worse, but as it relates 
to the specialty care we are still, by and large, within 30 days. As 
it relates to primary care, we’ve seen a significant increase In the 
wait for primary care, but by the same token, every one of our hos- 
pitals has what we call an “uigi-care” center, so anybody who 
needs to see a physician quickly, that would not be regarded as a 
routine appointment, is able to access a provider, either a primary 
care provider or a specialty provider. 
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Mr. Doyle. What would you say the average wait is? I mean, you 
say 

Mr. Farsetta. The average wait for primary care is 17 days and 
for specialty care it is about 27 days. 

And, as it relates to nurses working double shifts, I can only go 
by my overtime numbers. My overtime numbers in most of my in- 
stitutions are relatively stable, but that doesn't mean that there 
are not times where it is felt that because — generally, it is because 
somebody calls in sick, or somebody decides to take emergency an- 
nual leave, that the coverage you need requires that there be an 
additional nurse there. 

I do not have evidence that that necessarilv is going on, but it 
is not unusual in hospitals for someone to call in and you need to 
provide coverage, and that coverage is usually done on an overtime 
oasis. 

Ms. Miller. I would like to also make a comment. We have no 
pending RIF requests at present. I anticipate that in 2000 we will 
need to have some targeted small RIFs in various program areas. 

We just had a Joint Commission review of our network, and one 
of the issues that that Joint Commission looked at was whether or 
not we were meeting the 30-day time line for appointments across 
the whole network. 'They found that in about 12 percent of the clin- 
ics we weren’t within that 30-day time line. We are seeing some 
increase in waiting times. 

Some of those are not related to budget issues. Some of those are 
related to the fact that we are having a difficult time getting cer- 
tain types of physicians on staff, for instance dermatology, very 
hard to find and vei 7 hard to buy in the community. We continue 
to experience waits in some areas not related to budgetary issues. 

However, I would also like to point out that when there is a need 
for a patient to be seen, if it is urgent or emeigent, we have a sys- 
tem for over-booking, so that it is not a problem to get a patient 
in who needs to be seen without that wait. 

We have no waiting times that I am aware of for inpatient, and 
right now our overtime is stable, and I am not aware of nurses rou- 
tinely working double shifts. 

Mr. Doyle. Thank you. 

Dr. Galey. We have similar situations in our VISN. Let me 
speak specifically about RIFs and staffing adjustments. None are 
on the books right now. Next year, depending on which of the un- 
funded mandates we are going to have to deal with, and I am refer- 
ring specifically to emergency care, if that is added on it signifi- 
cantly changes what we expe^ we will have to down size to. 

Currently, with the plans that we have on the table, we are look- 
ing at someplace between a 300 and 500 FTE reduction within our 
VISN. If we add ER into the mix, we are probably going to be up 
closer to 800, so that is what we would be looking tor in the year 
2000 to reduce as far as RIFs and staffing adjustments go. 

Waiting times, we are starting to see an increase, even though 
we have invested heavily into primary care clinicians and provid- 
ers, and to specialty care providers we are seeing increasing wait- 
ing times. Primarily in the primary care area, we are seeing wait- 
ing times that were in the 30 to 50-day range going upwards to 150 
days in some instances. That is to the next appointment, and that 
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is because of the very lai^e numbers of veterans that we are seeing 
that are now asking for services that have their access point 
through our primary care clinics. 

We nave planned for a 3 percent growth per year to reach 20 per- 
cent, we are seeing 7 percent plus per year, and that is without any 
advertising or any trying to increase those numbers. So, that is the 
reason for those waiting times. 

People who are urgently or emergently ill get in to be seen imme- 
diately. 

Ana, your last question was about nursing staff. We are steirting 
to see problems, esp>ecially in specialty care nurses, ICU-trained 
nurses, just because of the ability to recruit them and retain them 
within all of our medical centers in our metropolitan areas in the 
northwest. This is not just the VA problem. So some of those indi- 
viduals are working double shifts. 

Mr, Doyle. All right, thank you, Mr. Chairman. 

Mr. Stearns (presiding). I thank my colleagues. Mr. Snyder. 

Mr. Snyder. iTiank you, Mr. Chairman, just three or four, I 
think, fairly quick questions. 

Doctor Galey, you made a comment in your opening statement 
about you having more veterans coming into your system over the 
last couple of years than anticipated, but, vou know, I visited with 
administrators a couple years ago about the 30/20/10 thing, when 
I was a first month member, you luiow, I was told at the time it 
was not going to work, it was going to be a real problem, that vet- 
erans were going to come but the resources were not there to take 
care of them. in a way, I mean, it kind of rings a little hollow 
with me as, I do not want to say an excuse, I understand it is a 
real challenge, but this was part of the plan, was to attract more 
veterans. Is it the problem that Doctor Garthwaite referred to, that 
the third parW reimbursement and all that has not kept pace with 
the number ot veterans coming in? 

Dr. Galey. Well, that is certainly part of it, but the idea of bring- 
ing in 20 percent is something that we will far exceed within the 
time frames we are talking about. 

Mr. Snyder. I see, so you met that part of your goal 

Dr. Galey. We are going to reach that 20— — 

Mr. Snyder (continuing. You made that part of your goal fairly 
quickly. 

Dr. Galey (continuing). This year or midway through next year, 
and that is with — I mean, we have not put up walls, but we are 
not encouraging them to come through the door. We have places 
where we are seeing ten and 15 percent increases in the veterans 
that are coming through the door. We have a very, very robust 
product in a very competitive environment for very highly pene- 
trated managed care, and when they look at what they get from 
the managed care organizations, and they look at what they get 
from the VA, we are a better plan. 

Mr. Snyder. I understand. 

I want to ask Mr. Trujillo and Mr. Farsetta just for a quick an- 
swer if you would, and we appreciate you being here. Within this 
process that resulted in the buiteet that occurs year after year, do 
you ail feel, and did you, Mr. irujillo, feel at the time you were 
working that you have ample opportunity to express your needs. 
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and your opinions, and feedback on budgets, and you can this thing 
ain’t going to work, I mean, do you feel it is a fairly free system 
for you to express yourself? 

Mr. I^UJILLO. I believe so, within the system we have that op- 
portunity. As Doctor Garthwaite mentioned, as network directors, 
we met on a monthly basis and had communication on a weekly 
basis, and more often than that, and I felt very free to express our 
concerns. 

Mr. Snyder. Mr. Farsetta? 

Mr. Farsetta. I fee! exactly the same way, and I think that what 
I expressed today Doctor Gaithwaite has heard me say on many oc- 
casions in many sessions. 

Mr. Snyder. He did not look shocked. 

And, Ms. Miller, I have an interest in this Hepatitis C issue, and 
you made a comment about it, could you give me the 30-second 
summary of what you see as the magnitude of the potential chal- 
lenge out there for the veterans health care system over the next 
few years? 

Ms. Miller. I would be glad to, although, it is certainly from a 
layman’s terms, and there are others who may be more appropriate 
from a clinical perspective to address it. But, we anticipate a preva- 
lence in our network somewhere between 8 and 10 percent. We 
have a very urban network for the most part, with just one portion 
of the state that is an exception to that. We have talked about the 
screening process. We have set up internally a mechanism for how 
we will deal with screening and the referral of tests. Our concern 
is whether we have an adequate number of specialists for the pa- 
tients we identify, and then what will be the consequences as we 
move forward, vis-a-vis advanced liver disease, transplants, et 
cetera. 

So, there are man^ issues that are out there that we are iust be- 
ginning to get expenence with. We have put together a work group 
within our network to outline the policy and the approach involving 
the clinical experts, but I think we have a lot of unanswered ques- 
tions that until we get into the screening process, and have a bet- 
ter feel for numbers of veterans, that we would not be able to 
answer. 

Mr. Snyder. Yes, and I think in some ways the VA system is 
ahead of the curve on this, compared to the rest of the world or 
the rest of the country. So, when you say you have got a lot of un- 
answered questions, 1 do not want our audience to think that some- 
how everybody else has the answers and you do not, because this 
is new terrain for us. 

Doctor Garthwaite, my last question, first a comment, and I 
asked Doctor Klzer when he was here a couple weeks ago if he 
would provide in written form to the committee an analysis of the 
30/20/10 and how you — ^you know, what your baseline was, where 
you see you are at right now, where you see you are in the future. 
You had a reference to it in your written statement, but I would 
like to see the numbers a little better, how you get at that point. 

But, my final question is, you know, I hear criticism of this budg- 
et from different people, that this Administration does not care 
about veterans, and where I hear the phrase Administration, I 
mean, you are part of the Administration, but you care about veter- 
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ans, Mr. West is a part of the Administration, he cares about veter- 
ans, the President is part of the Administration, he cares about 
veterans, but somewhere along this process, you know, it gives the 
impression it does not care about veterans. I mean, that’s the — 
when you see the budget numbers, you know, I think it is a reason- 
able thing for somebody to say, somehow this process did not work 
this time. 

And so, my questions are two, everyone, where did the process 
break down, and, number two, how do we get out of it? Are you 
just — are you, as the Administration, just counting on Congress to 
add dollars and save your bacon? All in the spirit of candor today. 
Dr. Garthwaite. Right. 

Yes, clearly we care about veterans, and I think when we said 
there are some changes from the 5-year budget s^eement that we 
had to put forward, we did that in the spirit of saying, we wanted 
to give the maximum amount of care to the maximum number of 
veterans and these issues needed to be addressed. 

The whole budget process looks across all of government and 
tries to weigh numerous very difHcult choices, and, you know, that 
is not a process that, at least in my level of Veterans Health Ad- 
ministration, we are in control of. We can say what we can do if 
you give us additional money, and we can try to convince you that 
with the money that we got we worked as hard as we could to put 
it to the best use to serve the most veterans. 

But, it is simply not, I do not believe, my position to do other 
than to advocate to tell you very clearly what we can do, have done 
in the name of veterans. I think we can point very specifically to 
300,000 to 400,000 additional veterans getting care in VA facilities 
with minimal and, in fact, decreased buying power in our budget. 
I think that is a wonderful story that demonstrates commitment of 
many, many people to change their lives and to change how they 
do business for a good reason. 

The total number of dollars, I do think is really a political proc- 
ess. I think our best role is in making best use of those dollars and 
in advocating by saying what we could do if we have additional dol- 
lars, what additional needs of veterans we might be able to meet. 

Mr. Stearns. Thank you, Mr. Chairman, we are just going to fin- 
ish up with Mr. Smith of New Jersey. 

Mr. Smith. Thank you very much, Mr. Chairman. 

Mr. Stearns. Then the panel will be finished and we will go to 
the second panel when we get back after the vote. 

Mr. Smith. Doctor Garthwaite and the other leaders of their var- 
ious VISNs, you know, there is talk of unfunded mandates and 
what that could do in terms of wreaking havoc on your own budget, 
so at a time when we have got less and to demand more seems, 
on its face at least, ludicrous and not a wise use of money. 

At the last heeiring with the Secretary, I raised the issue, and I 
was joined by Chairman Stump and many others who are con- 
cerned about this, that the apparent proposal to include in vitro 
fertilization as an infertility which was expressly prescribed by Sec- 
tion 106A of Public Law 102-585, relating to health care services 
for women, is contrary to congressional intent, both the spirit and 
the letter of the law, and yet it would appear the Administration 
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may want to provide that anyway, notwithstanding a clear pro- 
scription in the law. 

Could you tell us exactly where is the impetus for this coming 
from, est^iedly given our absolutely scarce resources? What impact 
might this have on the VISNs? This is very controversial ana an 
extremely expensive procedure, rife with controversiail ethic^ 
issues about what you do with embryos that are routinely poured 
down the drain. I mean, even if you take the ethics issue out of it, 
it still becomes a very expensive and the efficacy of it is in question 
in terms of how often it succeeds. 

In recent years, there have been serious questions about in vitro 
clinics, methodology employed, the cryogenic freezing of these indi- 
viduals, who do they belong to, are they property? You know, there 
is a host — ^there’s a mynad of ethical Questions that seem endless, 
and yet this controversial step seems anout to be taken, whlc^ will 
cause, I can assure you, a major, m^or fight in this committee, and 
on the Floor, and everywhere else, that seems unnecessary at a 
time when we want a consensus to grow the budget for veterans. 

So, I just ask you, if you could, where did this come from? Why 
break the law? 

Dr. Garthwatte. We have no intention of breaking the law. We 
have a group that is struggling with some of the very issues that 
you suggest^, and trying to see whether we can put forward a rea- 
sonable poliCT that we can have reviewed by General Counsel with 
regards to all statutes, and that would be oi service to veterans. 

I would only say, in terms of why do this, two things that I think 
are really important. First, there are service-connected veterans 
who, as a result of their service, may be unable to conceive, and 
so the question is if the role of the Veterans Health Administration 
is to treat their service-connected disabilities or things that rise out 
of their service-connected disability, I think we owe them that. 

And, the second is that if you are a health care provider now, eli- 
g^ility reform asks us to provide health care that veterans need. 
Then you have to make the decision as to what is included in your 
benefit package and what is not, and I think that is the kind of 
debate that we are having. 

This is one particularly challenging area in which to have that 
debate, and we are at a point where we do not have final policy 
to put forward to our lawyers to review in that regard. We heard 
your statements on the 11th and appreciate them. 

Mr. Smith. Oh, I do appreciate that, and I would just encoureige 
YOU to consider that this is something that the committee has 
looked at, carefully considered, and the Congress clearly proscribed 
it in the statute. 

The concern that I have on a larger basis has been, there has 
been, and Donna Shalala did this yesterday, or at least reiterated 
it, with the whole issue of stem cell reseai^ under the auspices 
of NIH, completely contrary to ^e spirit and the letter of the law 
on the use of embryos for research, and yet some tortured configu- 
ration of law has been applied by the General Counsel over at 
HHS. The same thing happened at AID on the subcommittee that 
I chair, where money that had been clearlv proscribed for the use 
to organizations that co-managed forced abortion policies, all of a 
sudden was rewritten after it was a clear, almost a starry decisis 
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type of situation where the Bush emd Reagan Administration had 
a clear understanding of what the language meant, only to have 
that completely reinterpreted by the General Counsel over at AID. 
I’m sorry I see a pattern. 

And, I hope this is not true here at the veterans, where we have 
always been all about consensus. When you trip over each other on 
the Democrat and the Republican side to do more for veterans, this 
is the ultimate consensus breaker, this and abortion, so I would 
hope that you would carefully reconsider. 

Dr. Garthwaite. We will. 

Mr. Smith. Thank you. 

Mr. Stearns. I thank my colleague, and I thank the panel for 
their time and efforts, and we appreciate your coming, and we will 
now adjourn temporarily while we go vote, and then reconvene 
with panel number two. 

[Recess.] 

Mr. Stearns. The Health Subcommittee will reconvene, and we 
will have panel two. We have Mr. Nick Bacon, Mr. Dennis 
Cullinan, Ms. Jacqueline Garrick and Mr. Richard Wannemacher, 
Jr., and we welcome all of you, and at this point if there is no ob- 
jection we will move right to your opening statements, and we 
would like you to stay within the 5-minute period, so we will start 
off with Mr. Bacon. 

STATEMENTS OF NICK D. BACON, DIRECTOR, ARKANSAS 

DEPARTMENT OF VETERANS AFFAIRS; DENNIS M. 

CULLINAN, DIRECTOR, NATIONAL LEGISLATIVE SERVICE, 

VETERANS OF FOREIGN WARS; JACQUELINE GARRICK, DEP- 
UTY DIRECTOR, NATIONAL VETERANS AFFAIRS AND REHA- 
BILITATION COMMISSION, THE AMERICAN LEGION; RICH- 
ARD A WANNEMACHER, JR., ASSOCIATE NATIONAL LEGIS- 
LATIVE DIRECTOR, DISABLED AMERICAN VETERANS 

STATEMENT OF NICK D. BACON 

Mr. Bacon. Thank you, Mr. Chairman, distinguished members of 
the subcommittee. I appreciate the wportunity to address the Ad- 
ministration’s VA Health Care 2000 Budget. 

The veterans of this country continue to be slapped in the face 
and ignored by this Administration. At a time when we ask our 
military to give more and more, with less and less, at a time when 
our leaders scratch their heads and wonder why we cannot retain 
our soldiers and sailors, at a time when costly well-trained pilots 
exit our Air Force faster than we can train them, we ask what is 
wrong as we cut deeper into the VA Health Care Budget. 

In my opinion, sir, our servicemen and women look at how they 
are treated, look at how our veteran heroes are treated, compare 
it to the hundreds of freely offered benefits that continue to get 
funded, and say, “Goodbye, Uncle Sam, who needs you?” 

This Administration in ^ort does not understand anything about 
the military or about our veterans, and I believe, sir, could care 
less. 

This proposed budget is not only unrealistic, it is totally unjust. 
The budget contains $18.1 billion for medical care. This requires 
third party medical collections of $749 million — this is just smoke 
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and mirrors. In fact, the President’s Budget calls for over $1 billion 
in cuts. 

The Administration says they are going to open 89 new out- 
patient clinics and treat 54,000 more patients in fiscal year 2000, 
an additional $40 million to assist homeless veterans, $250 million 
to combat Hepatitis C, and I understand by many health care pro- 
fessionals this could cost as much as $600 million, and another 
$106 million to fund long-term care programs. Also included in the 
budget are 440 full-time claims positions, new cemeteries, VA con- 
struction programs, $50 million in nurse education initiative pro- 
grams, and so much more. Where is the money? To quote an old 
commercial. “Where’s the Beef?" 

Mandates without funding, that is what we continue to see — 
open enrollment, veterans scream, great! No funding. New clinics, 
a wonderful idea. No funding. RIFs and hiring freezes continue, re- 
sources to support the federally mandated national emergencies 
and our Armed Forces during a time of war is, I guess, totally for- 
gotten. Expanding uniform benefits to include maternity — not fund- 
ed. This list goes on and on. The VA is going to do this, they are 
going to do that, and my in box is always full of news releases, day 
after day, it looks got, but “Where's the Beef?” 

If you very caremlly read the small print on peige 3-52 of volume 
5, Fiscal Year 2000 budget, you will see increases and decreases of 
some areas. But most of all vou will please note the FTC reduction 
of 6,949, if you were to add back 699 for Hepatitis C proCTams, ex- 
tended care and homeless, you have an employee reduction of 
6,250. Of course, that is the real money that pays for this Budget 
200, rob Peter and pay Paul. 

Bv the way, who is going to pay for the cost of living increases 
to the employees? What about the added costs for prosthetics? I 
would just like to add there for a moment, you know, when we 
opened up this enrollment and offered prosthesis to non-service 
connected veterans, that cost when really way up, especi^ly with 
hearing aids and such. The increase of drugs alone has risen about 
10 percent a year, while we have been on a straight line budget 
for the last 4 years, correcting my presentation here, I have 3 years 
in here, actually this would be the fourth year. To fight the in- 
creeise of drug cost and inflation, VA went to the National for- 
mulary System of buying drugs, limiting the types of medication 
available to VA doctors and no choice at all for our veterans. While 
the rest of the world enjoys the new medical science pharmacy 
breakthroughs, our veterans cannot even get normal desired drugs. 
Is something wrong with this picture? Hello out there! Mr. Presi- 
dent, is anyone home? We have worked on Doctor Kiser’s 30/20/10 
plan. We have stretched the rubber band as far as it will go! We 
are treating 20 percent more veterans. 

As medical costs continue to increase, how can VA Medical Cen- 
ters do what no other medical system can do, and that is cut their 
costs 30 percent? And, for the 10 percent collections ^m third 
party reimbursement, that is as much of a joke today as it was 3 
yeeirs ago when I sat here with the National Association of State 
Directors and we addressed that issue to Doctor Kizer when they 
were more than 75 percent below their objectives, and still we’ve 
had no answer. 
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The Department of Veterans Affairs has cut more than 20,000 
jobs, cut more than half its hospital beds, and cut nursing home 
care, putting more and more buMens on the states, and still they 
want to cut thousands or more health professionals. If it were not 
for the wonderful health care Administrators that we have in the 
system, and the professional staff of the VA health care, we would 
have already been put out of business. They have overcome every 
objective, every obstacle put in front of them, and now they need 
our help badly. 

In conclusion, Mr. Chairman, the American veterans around this 
country salute you and the Subcommittee on your ongoing concern 
for American veterans, particularly, for those older World War II 
veterans who need our help now more than ever. There is over 6 
million World War II and Korean War veterans in this country who 
need care more today than they ever have. So, please, sir, let us 
not bury them while they are still living. 

Again, thank you for blowing me the opportunity to address the 
Subcommittee on behalf of all veterans everywhere. God bless 
America. 

Mr. Stearns. Mr. Bacon, thank you very much. It is customary 
for a witness’ Congressman to make a few comments, and you have 
a fine one in Mr. Snyder. It is my apologies to him for not asking 
him to speak first in introducing you. It is customary to do that. 
It is my fault. 

Mr. Bacon. Thank you, Mr. Chairman. 

Mr. Snyder. Well, Uiankyou, Mr. Chairman. I appreciate the op- 
portunity. I would just want to sav, Mr. Bacon obviously knows 
these issues well and has studied them well. He has known it for 
a long time. 

What you may not know is, Nick is a Medal of Honor winner, 
and because of that, and because of just the man he is, people that 
work in the veterans hospital and veterans trust Nick Bacon. And 
so, I can assure you that his comments reflect a great deal of the 
thoughts from people he hears from back home. 

Appreciate you being here, Nick. 

Mr. Bacon. Thank you, sir. 

Mr. Stearns. Thank you, Mr. Snyder. 

[The prepared statement of Mr. Bacon appears on p. 72.] 

Mr. Stearns. Mr. Cullinan. 

STATEMENT OF DENNIS M. CULLINAN 

Mr. Cullinan. Thank you very much, Mr. Chairman, and mem- 
bers of the subcommittee. 

On behalf of the men and women of the Veterans of Foreign 
Wars, 1 express our deep appreciation for inviting our participation 
in this most important hearing today. Securing sufficient funding 
for VA Medical Care has now token on such a note of urgency that 
if we fail in this regard, its continuing existence as a viable health 
care provider for veterans is seriously in doubt. 

The Administration’s proposed budget for the Department of Vet- 
erans Affairs is devastating to this nation’s veterans. This proposed 
budget will seriously undermine VA’s ability to provide quality, 
timely, accessible care for veterans. 



34 


The VFW hears daily complaints of increased waiting times for 
veterans to see a STOcialty provider, such as an orthopedic doctor 
or a dermatologist. 'Riis is happening throughout the country. 

Worse in the specific, however, is the 1-year wait for hip replace- 
ment surgery in Ann Arbor, and the l-year wait for dentures in 
Maine, and the 1-year wait for a dermatolo^ appointment in New 
Orleans. These are only a few of the examples of the tragic nation- 
wide epidemic, an epidemic of increasing waiting times and delays 
in getting appointments, which, in these examples, can only be In- 
terpreted as a denial of care, and will only get worse this year and 
next, because of the proposed budget. 

This funding proposal is unrealistic and unfair, and will not meet 
the needs of America’s veterans. It is unfair in that in the presence 
of the largest budget surplus in recent history, while other federal 
agencies have double dimt increases, veteimis are being asked to 
once again sacrifice with what is, essentially, a negative growth 
budget, a budget that, indeed, threatens the very existence of vet- 
erans health care. 

Mr. Chairman, I would thank you for your remarks earlier today 
regarding the testimo^ of S^ retary West at the full committee 
hearing on the 11th. Trie VFW was deeply disappointed and dis- 
turbed, in the face of overwhelming evidence to the contrary, the 
Secretary asserted that the funding level was sufficient for fiscal 
year 2000. Clearly, this funding level results in cuts, curtailments 
and even elimination of services. We can even foresee the possibil- 
ity of veterans — needy veterans being pushed out of the system al- 
together. 

It is also clear to us that veterans are not a priority with this 
Administration. With respect to our expectations of the Secretaiy 
of Veterans Affairs, we expect this: we expect compassion, not cal- 
lousness; we call for candor, not circumlocutions; and we demand 
advocaCT, not capitulation. 

Mr. chairman and members of the subcommittee, we pledge to 
work together with you to right this budgetary wrong for the sake 
of America’s veterans in need. 

Thank you. 

[The prepared statement of Mr. Cullinan appears on p. 75.] 

Mr. Stearns. Thank you. Ms. Garrick. 

STATEMENT OF JACQUELINE GARRICK 

Ms. Garrick. Mr. Chairman and members of the Committee, 
good afternoon. The American Legion is thankful for the oppor- 
tunity to be here today sind submit its full testimony for the record 
on the Fiscal Year 2000 VHA Budget. The intention of this state- 
ment will be to focus on solutions to the existing and projected 
budgetary problems of VHA. 

During site visits last year, the American Legion witnessed the 
negative impact the Balanced Budget Agreement is having on serv- 
ice delivery throughout many of the networks across the country. 
Network Directors spoke very earnestly about their ability to pro- 
vide care into fiscal year 2000 under the current budget con- 
straints, and I believe they did the same thing here today. 

'The American Legion heis been briefed on the possibility of the 
shortfalls that would force VHA to choose between patient safety 
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and facility closures, which is exactly what looms gloomily on the 
horizon if VHA decreases by another 7,000 FTE. 

In addition, VHA has identified new demands that will be placed 
on the system that were not previously considered when the Bal- 
anced Budget Agreement was crafted. These items are Hepatitis C, 
long-term care, emergency services, the additional 54,000 veterans 
being treated, 89 new outpatient clinics, new initiatives for home- 
lessness, Medicare inflation and pay raises. 

A children’s story teaches us that it is time to say the emperor 
has no clothes. A no-growth budget will not allow VHA to meet 
these objectives, and if VHA continues on its current course it will 
be forced to continue reductions in direct patient care. The Amer- 
ican Legion cannot help but wonder, is this in the best interest of 
our veterans? 

Mr. Chmrman, congressional support for VHA programs and 
services must be provided for the next fiscal year, and a long-term 
strategy must be developed to safeguard the veterans health care 
system. 

In fiscal year 2000, the American Lepon proposes an increase in 
direct appropriations of $1.4 billion for VHA. This amount will 
reiise VHA fundinff to $19.5 billion to provide expanded clinical ini- 
tiatives, cover meoical inflation and employee cost of living, and en- 
sure care for aging veterans. To do anything less is unconscionable. 

As a long-term solution to the VHA budget, the American Legion 
has proposed the GI Bill of Health, which addresses the issues 
most significant to the American Legion regarding the current and 
future VA health care system. These concerns are for quality, ac- 
cess to specifil programs, such as mental health, and funding. The 
GI Bill of Health is a blueprint for preparing VHA to meet the 
health care needs of veterans and their eligible dependents in the 
2ist Century. 

Under the proposal, all veterans and their dependents would 
have access to the VA health care system. All priority veterans 
would receive hesilth care treatment at no cost to them, all other 
veterans and dependents would identify a payor for care. VA would 
retain and expand access, and strengthen specialized treatment 
programs. VA would offer defined benefits packages on a premium 
basis to all eligible veterans and their dependents. VA would bill, 
collect and retain all appropriate third party reimbursements, co- 
pays, deductibles and premiums. VA would create a health plan 
network consisting of public, private and providers. VA would open 
access to more health care facilities within local communities 
through sharing agreements and contracts with public health 
providers. 

The American Legion predicts the GI Bill of Health will follow 
a similar course of incremental reform, as has been the experience 
of the private sector, since certain components of the Gl Bill of 
Health have already been implemented. However, there are three 
key components of the GI Bill of Health that still need to be en- 
acted. These components are for VHA to gain the authority to treat 
veterans’ dependents. Medicare subvention and the creation of a 
premium-based plan. The enactment of the GI Bill of Health would 
direct VA to offer veterans and their families, on a premium basis, 
a choice of standardized benefits packages. Beyond this, VA or pri- 
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vate insurance companies could oHier additional benefits, each with 
its own configuration of co-pa 3 Tnents and deductibles. Premium 
supported packages would oiter an additional range of benefits to 
eligible veterans and their families and provide VHA with a means 
to pay for medical care. 

Mr. Chairman, in the spirit of lessons learned from incremental 
reform, and based on your recommendation during the 105th Con- 
gress, the American Legion proposes that the next component of 
the G1 Bill of Health that should be considered is expanding access 
to VHA services to veterans’ dependents as a test pilot under the 
CHAMPVA provisions of Title 38, USC 1713. 

As a nation, we care for families while the service member is on 
active duty or retires under TriCare. The Veterans Benefits Admin- 
istration provides benefits to family members, but the Veterans 
Health Administration turns a blind eye to disabled veterans 
whose families need health care. Ultimately, we discriminate 
against veterans who are married and may have children. How 
then can we ask the men and women to defend this country, but 
then give them no means to protect their own families? 

In a study conducted by VA, researchers found that 83 percent 
of the spouses reported that they would choose to receive their 
medical care at VA, if allowed to do so. The research group con- 
cluded, spouses of male veterans represented a sizeable group that 
could be incorporated into the VA system. These are the partners 
VA depends on. 

It is the vested interest of VA to ensure these care givers are 
healthy and well supported, if it intends to shift to an outpatient 
model. Wives also tend to be younger and healthier than their male 
counterparts, and are usually the decision-makers in the family. 
VA needs these people. 

Currently in the private sector, managed care succeeds because 
they avoid adverse selection by maintaining a younger, healthier 
enrollee pool that offsets the costs of the more medically-needy pa- 
tients. Managed care organizations profit as their risk pools grow. 
In VA, this profit could be reinvested back into the health care de- 
livery system. VA needs this influx of healthy dollars to increase 
its buying power. 

Doctor IGzer has supported the notion that it makes sense for 
VHA to treat veterans' dependents. He heis stated in our magazine 
that there is no reason why the same physician could not treat the 
wife and husband as well. VHA has the capacity and structure to 
do this, and if it could retain the funds. Several network directors 
have already come forward to volunteer for this project. 

Mr. Chairman, the final vital step for survival of VHA supported 
by the Legion is Medicare subvention. VA can provide quality care 
to medically-eligible veterans at a reduced rate, because of its in- 
frastructure, economy of scale and purchasing power. 

In conclusion, funding for VA medical care is dangerously low. 
The results of insufficient funding over the past sever^ years have 
greatest impact during fiscal year 2000. The Administration pro- 
poses to reduce FTE by 7,000 positions, if this happens VHA facili- 
ties will be cutting into the bone, as there is no fat left to trim. Vet- 
erans will have no where to go. 
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Congress can no longer merely react to VHA’s funding problems, 
it must act. The VHA health care system cannot be left teetering 
on the bring of collapse for the new millennium. 

Mr. Chairman, the American Legion recommends three crucial 
steps be taken to protect veterans. First is for Congress to adopt 
the fiscal year 2000 budget request that the American Legion has 
submitted. Second, Congress should closely examine the GI Bill of 
Health and commit to test piloting its key components, beginning 
with dependents. Third, Congress must move forward with Medi- 
care subvention and, in turn, VA must improve on its MCCF collec- 
tions. Veterans deserve more than they are currently getting, and 
these steps need to be taken to protect the duly-earned health care 
rights of this nation’s veterans. It is our turn to save Private Ryan. 

Mr. Chairman, that completes the statement, and I will be happy 
to answer any Questions. 

(The preparao statement of Ms. Garrick appears on p. 82.] 

Mr. Stearns. Thank you. Mr, Wannemacher. 

STATEMENT OF RICHARD A WANNEMACHER, JR. 

Mr. Wannemacher. Thank you, Mr. Chairman, and the Sub- 
committee members that are here, I am pleased to ap^ar before 
you and present the views of more than 1 million memoers of the 
Disabled American Veterans and our Women’s Auxiliary, on the 
Administration’s Fiscal Year 2000 Health Care Budget. 

The VA is faced with a dilemma of increasing demand and medi- 
cal inflation, rising medical care costs, and perennisilly inadequate 
decremental budget. 

The DAV was one of the national veterans service organizations 
that have called on the VA to release its plans to furlough employ- 
ees, severely curtail or eliminate medical services, and a list identi- 
fying VA Medical Centers that could unnecessarily closed under 
the Administration’s flat lined Fiscal Year 2000 Budget proposal. 

You heard VISN 3 director Mr. Farsetta this morning indicate 
that furloughs would have to be considered as well as the closure 
of up to 3 facilities. You also heard first hand how the VISN Direc- 
tors are going to have to react to this budget. As the IB pointed 
out, the current situation is bigger than just VHA alone, the Ad- 
ministration has let veterans down and it is now time for Congress 
to stand up for America’s veterans euid provide VHA with the fi- 
nancial support necessary to meet the needs of America’s sick and 
disabled veterans. 

The current budget proposal is more than $3 million less than 
what is needed to adequately serve the health care needs of Ameri- 
ca’s sick and ^sabled veterans. That is 15 percent less than what 
is need^ to keep up with the demand for care and the equivalent 
of shutting down 26 VA hospitals. 

Along with the fiat line proposal, are estimates as to the amount 
of additional revenues that could be obtained from third party re- 
imbursement for care for non-service connected conditions. You 
heard Doctor Garthwaite state that they are falling behind this 
year’s recovery, look what we are faced with for the year 2000. 

Thankfully, the full Committee, under the leadership of Chair- 
man Stump, and the Subcommittee under your leadership, saw 
through the rhetoric last year and provided $278,025 million above 
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the Administration's Fiscal Year 1999 proposal. This year the Ad- 
ministration’s proposed budget for VHA totals $18.1 billion; how- 
ever, this is not tne real number either. The actuail appropriated 
dollar amount VHA will receive is $17,306 billion the same level 
as that appropriated last year. 

To generate savings and to be able to afford the care for its pa- 
tient work load, the VA plans a staffing reduction of 7,830 employ- 
ees. This reduction in staff results in reduction of critical staff to 
patient ratio. This is particularly troubling for the DAV because 
studies have shown a direct correlation between quality of care and 
patient staffing levels. It is the vigilance of the professional nursing 
st£^ that prevents complications. Quality is achieved when health 
care proviaers are given the freedom and resources to practice the 
most effective and scientifically proven medicine available. 

DAV is currently conducting an independent survey of VA Medi- 
cal Centers. We have asked our 189 hospital service coordinators 
(HSCs) stationed throughout the nation to give us a monthly as- 
sessment of what is going on out there. The survey indicates that 
the VA health care is suffering from long-term effects of economic 
as^yxiation. 

^e survey shows veterans are having to wait longer, to see a 
VA health care professional for services, some must wait months 
for a specialty clinic appointment — a fact well emphasized on Feb- 
ruary 11 when we heard from a member of this Committee how she 
was faced with having to react to a veteran constituent who had 
a lump and could not get into the VA health care system for 6 
months. 

The budget inadequacies will also cause the rationing of pros- 
thetics and durable goods in order to keep pace with the inad- 
equate funding levels. The current prosthetics policy, based on 
budget constraints, requires that VHA now use a preferred vendor, 
who must provide services at or below the Medicare rate. You 
heard from Laura Miller, Director of VISN 10, state that she was 
already facing a $500 million prosthetics bucket sho^tf^lll. And that 
she did not know how she was going to be able to face it. 

Our question is, since when does Medicare set the standard for 
VA care? Since when do the clinical needs of veterans fedl below 
those of other segments of our society, especially when providing 
quality health care to combat disabled veterans? 

The DAV was recently contacted by a veteran from your district, 
Mr. Chairman, who went to the VA hospital to get a prosthetic de- 
vice, which was prescribed to him. He was told, we have to go 
below the Medicare rate, if your provider will provide your pros- 
thesis at a cost below the Medicare rate, then he can do the serv- 
ices. That is wrong! This veteran is 100 percent service-connected 
double amputee, and he is going to have to stand in line and get 
what he f^ls is an inferior product, and that’s just blatantly 
wrong. 

Mr. Chairman, the continued flat line, inadequate budget, is al- 
ready negatively impacting the nation’s sick and disabled veterans. 
Clinicians may or may not be making the appropriate efforts to de- 
velop community support programs for veterans who are suffering 
mental illness, but we are seeing that it is the fiscal departments 
that are making the staffing and program decisions, it is not the 
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clinicians. Clinicians are being told, this veteran has to go because 
we cannot afford to keep him or her within our system. 

The Administration’s Fiscal Year 2000 Budget discriminates even 
within the veterans population when we are talking about emer- 
gency services. The President’s Patient Bill of Ri^ts said that 
every American was going to have access to emergency care. He 
forgot to say that veterans were not included as persons who were 
going to be provided emei^ency health care. 

The budget reflects that one of the most critical needs VA is fac- 
ing is Hepatitis C. As was mentioned earlier, there is no money for 
Hepatitis C, the treatment policy must come out of existing re- 
sources. The VA estimates that it is going to cost $135.7 million in 
fiscal year 2000. It is hard to understand, in light of today’s robust 
economy, and large surpluses, that the Administration could have 
this callous disregard for those who have served. 

Before closing, I just want to say that yesterday the committee 
heard from former Senator Dole and the Transition Commission. 
We support many of the goals that the TVansition Commission has. 
But, one of the recommendations that was brought to light was 
that they want to allow the Department of Defense to pass to the 
private sector the cost of health care for service-connected disabil- 
ities. That is exactly the same reason that the DAV did not support 
Medicare subvention last year. Recently, we were advised that the 
Veterans Administration has a new accounting system that is going 
to be able to identify and cost account health care expenditures. 
With this new found ability, DAV is willing to agree to a pilot pro- 
gram for Medicare subvention. We wish also to point out that a 
pilot program for Medicare subvention is not going to alleviate the 
immediate needs VHA is facing today. 

We will be glad to sit down and work with the Committee, and 
with VHA, while continuing to voice our opposition to allow third 
party payers to pay for service-connected disabilities. 

Thank you very much for the opportunity. 

[The prepared statement of Mr. Wannemacher appears on p. 93.] 

Mr. Stearns. Thank you, and I think we will say amen to what 
ail you folks have said. 

My colleague from Pennsylvania had mentioned the budget caps, 
and I think he has made a very good point, but we are not here 
to say that it cannot be done, because we on this Committee think 
it can be done. When I am down in my district, no one ever com- 
plains of the Federal Employee Benefits Program. It is a program 
that the employees enjoy. They never complain about it, but I hear 
complaints from veterans. 

Now, the government employees did not have a contract with the 
government, and were not told by the recruiter that, we will take 
care of your health care if you stay in the service 20 years and you 
get disabled. Why is it that the Federal Employee Health Program 
is without any blemish, or at least does not have a problem, yet 
we are continually talking about veterans. 

So, I have told the st^ here that we want something bold, we 
want to do something different. So, when the Administration comes 
back and presents its budget, all of us get frustrated. 

Now, they say there is not enough money because of the budget 
caps, but I submit that some of the money that the President is 
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proposing in new spending, how can he justify new spending when 
we are not even reaching the commitment for the veterans? And, 
we know that there are some Americans who are getting health 
care from the United States government where it is working, so I 
submit that we have got to convince the White House to resubmit 
another budget, and I will tell you something else. The Department 
of Energy has a budget, as I recollect, almost comparable to what 
we have for veterans. Now, the price of oil was $72.00 a barrel 
when we had an oil crisis, so we developed the Department of 
Energy. 

The budget has continually gone up, and up, and up, and yet 
now the price of oil is $14.00. 1 spoke to the Edison Electricad Insti- 
tute this morning. They picked me up in an electric car. It was 
made by General Motors. Toyota picked up the rest of my staff in 
a Toyota electric car, and I just submit that the money we are 
spending on other programs, like the Department of Energy, could 
be reallocated to veterans. I think we are spending about $38 bil- 
lion in the Department of Energy. It is a hu^ building, tons of em- 
ployees, lots of policy statements, all the time generated. They 
come to the Commerce Committee I serve with their testimony. 

But, I submit the President could go back and have made a little 
redistribution from some of these programs that, in my opinion, are 
not important, almost obsolete, and put them here and make the 
commitment. 

So, you know, I think whatever side of the aisle we are on, we 
are asking the President to, if you are talking about new spending 
programs, hold it. hold it. I think the comment, “Hello, Mr. Presi- 
dent, is anyone home," we have got to have the commitment for 
veterans. 

So, I am committed in the 106th Congress with my collea^es on 
both sides of the aisle to do something bold here, something to 
make not just the suggestions that the American Legion are mak- 
ing, but try and come up with a system here so that all of us when 
we go out we don't hear complaints. We want it like the Federal 
Employee Health Benefit, the people are satisfied. They are getting 
timely service, and it is efficient and there’s not waste, fraud and 
abuse. 

I am going to ask each of you a real tough question, and then 
I will go on to my collea^e. Assuming Congress cannot meet its 
full goals that they have identified, would you give higher priority 
to preserving current programs than to the new commitments, for 
example, like covering emergency care? It is tough, tough, because 
let us say the President does not come back and we are sitting here 
fighting this out. Where do you come down with higher priority, to 
preserving current programs or new commitments like emei^ency 
care? 

Mr. Bacon. Well, personally, I do not think we can increase or 
utilize new mandates if we cannot take care of the programs that 
are in place. We have tried every initiative that I can see in local 
hospitals, at least in our VA center, to generate additional funds. 
We have this partnership with other facilities. We built a femaie 
veterans clinic, and to my way of thinking at that time we had no 
real need for that clinic, it would have been much cheaper, I be- 
lieve, on the hospital to have just farmed that out. But, instead 
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now, we bring other female patients into the hospital to generate 
dollars, especially for the unutilized equipment that, obviously, is 
female oriented. And, why do we create new programs when we 
cannot fund old ones, is my question. 

Mr. CULLINAN. Mr. Chairman, speaking on behalf of the VFW, I 
would have to say that providing treatment for Hepatitis C, and 
providing emergency room care really are not new programs. They 
are extensions of VA's current statutory obligation to provide a con- 
tinuum of care. 

Having said that, the onus really is upon all of us to secure those 
addition^ dollaia. I could not agree with you more when you said 
earlier, there seems to be money for other programs but not for vet- 
erans. We well understand the discretionary cap. There is a move- 
ment afloat to get that lifted, brought up a little bit, but even if 
that does not happen there seem to be dollars for these other pro- 
grams, and they should be channeled into veterans. 

Ms. Gajuuck. I think the statement of the VFW reflects sort of 
what the Legion has been thinking, in terms of, these are new ini- 
tiatives, they are not new programs. They are desired to bolster 
already existing programs, so it is not like the VA has gone off in 
a totally new direction. The programs that are Eilready there need- 
ed improving and I think there needs to be a constant and ongoing 
evaluation of the programs that are ongoing, and then some of 
these new initiatives and how they fit in, where they fit in, and if 
they replace some of the other pro-ams. 

But, I agree that things like Hepatitis C, and emergency serv- 
ices, and homeless veterans, these are things the VA has always 
had within its system. I think it is looking at ways to better deal 
with those things, and I think the budget surplus should be looked 
at as a way of encouraging that, and we do need to look at the VA 
budget, not as pinning old programs against new programs, but 
rather, reinforcing what the VA is trying to do to build a health 
care system. 

Mr. Wannemacher. I would agree with the previous two speak- 
ers, that Hep C is not a new program, it is just a newly discovered 
blood borne infection. Blood Screening for Hepatitis C was not done 
until the 1980 b, and now they found it is prevalent in the Vietnam 
veteran community. Compensation has always been available for 
direct service connection 2 ind health care goes along with it when 
the causal relationship is established. 

When you asked us to choose between emergency services and 
something else, you know, when the President says everybody else 
gets it but veterans do not, that is where you have the complaints, 
where, you know, what am I, a second class citizen? 

But, I just want to say thing, Mr. Steams, and Congressman 
Doyle mentioned it earlier today, when we lift the caps, there was 
no problem in this Congress last year when you lifted the caps on 
transportation, find there should be a commitment to lift the caps 
on veterans programs also, to enable the Veterans Administration 
to do more and to do it more efficiently. 

Mr. Stearns. Yes, sir. 

Mr. Bacon. Mr. Chairman, could I make one more statement? 

Mr. Stearns. Yes. 
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Mr. Bacon. Sometimes VA creates their own problems, and it is 
not done directly by planning it, it happens because of cutbacks 
and things of that nature. For an example, we used to have in- 
house drug and alcohol programs, well, one of the first — when we 
started closing beds in the hospitsJs the first wards to go was inpa- 
tient programs for alcohol and drug abuse, and things of that 
nature. 

At another time, we turned right around and dumped the domi- 
ciliaries and the nursing homes back on the states, I should say, 
Medicedd. And, what happens there, we have created a lot of these 
homeless folks that we are looking at now with priorities by simply 
downsizing our own system. We have to be very ceueful, when I say 
I vote for protecting the old programs first, as the gentleman on 
the end submitted, you know, if they are service connected for 
those disabilities, and assuming they would be, especially for Hepa- 
titis C, there is no reason VA should not fund that anyway, as a 
special proCTam to set up a research center on the East Coast and 
one on the West Coast, I do not see why we are separating monies 
here and saying we are going to d this new program at X number 
of dollars, and we eire looking at taking that out of the existing re- 
sources. thus reducing health care professionals again, creating 
even a larger burden. 

So, that is where I was trying to make my differences, not that 
I do not support new programs, if you want to call them that, but 
responsibilities to the veteran. 

Mr. Stearns. All right. 

Now, Mr. Dwle. 

Mr. Doyle. Thank you, Mr. Chairman. 

Thanks for being here today, and please know that we share 
your frustration and concern over this budget. 

Really, just a couple of comments, Mr. Chairman. I have, you 
know, watched lots of presidential budgets be dead on arrival over 
in this place, and I iust think that we need to keep the pressure. 
This committee, I think you are going to see, take action to in- 
crease this budget and to put something out of this committee that 
will have a much higher authorization than what we are seeing in 
this budget. 

The battle^und is going to be with the appropriators, and we 
ought not to let them weasel out of their responsibilities by saying, 
well, the Administration did not ask for this money, so why should 
we give it to you, because that is what is happening here each 
year. 

And then, the other thing that happens is, people try to trade 
programs against another proCTam. We get bills on the floor say- 
ing, you know, let us cut a billion dollars out of this program and 
put it over to veterans, and then we start breaking people up de- 
pending on where they are from, and we get the shaft every year. 

I think the Veterans Administration has done their fair share in 
the efforts to balance this budget. I think that is totally clear, and 
I think we need to keep the pressure on everybody. Democrats and 
Republicans, appropriators and all members of Congress, this year, 
this time, when we ask for that higher authorization to put that 
money in there, eind we are going to need your help. I mean, the 
VSOs are really, without you it does not happen. I mean, it is going 
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to be the pressure that is done at the grassroots level, with mem- 
bers of Congress, not so much in this committee, I think you are 
preaching to the choir here, but outside of this committee we are 
going to need some suppoit, first from these appropriators, and 
then on the Floor, to get this budget done. 

There is just no way in the world that this system can continue 
being flat lined, and everybody knows that. To watch members of 
the Administration and the VA here try to put a good face on this, 
and they are in a difficult position, you know, they are this catch- 
22, that, you know, you cannot hide them lying eyes, there is not 
anybody here that can convince us that this thing works. 

So, we are going to make the effort out of this committee, we are 
going to need your help at the grassroots level to put the pressure 
on these members of Congress. 

Thank you for being here. 

Mr. Stearns. Mr. Snyder. 

Mr. Snyder. Thank you, Mr. Chairman. 

I wanted to ask our three VSO representatives, I am trying to 
understand how this process works in the budgetary, you go 
through your own cycles I know, and each year things come along, 
do you have the opportunity, or is there an opportunity to have di- 
rect input to 0MB? 

Mr. CULLINAN. In a sense, we endeavor in a way vicariously. We 
work, of course, with VA, because they are the ones who have the 
direct interaction on the passback function, and, of course, we try 
to influence to the best of our ability. We have met with the 0MB 
Director. We have met with the Assistant OMB Director, and we 
agitate VA. 

Mr. Snyder. Each year you personally meet with OMB person- 
nel? 

Mr. CULLINAN. Yes, together with the Independent Budget, we as 
a CToup have gone there. 

Mr. Snyder. Did you do that this year? 

Mr. CULLINAN. Yes, we did, our Executive Directors did it. 

Mr. Snyder. And, I do not mean to inquire if these are meetings 
that you would sooner not talk about, were your meetings with 
them prior to the number coming out? 

Mr. CULLINAN. Yes, they were. 

Mr. Snyder. So, you did not have any way of— I mean, you did 
not expect to see that number come out that low, given what Sec- 
retary West requested then? 

Mr. CULLINAN. Our meetings were cordial, but I would have to 
say that they were not overly productive. You know, we were in- 
formed that the top priority is saving Social Security and, of 
course, no one could argue with the necessity of doing that, but on 
the other hand there did not seem to be any flexibility with funnel- 
ing money into VA and the veterans programs. 

Mr. Snyder. At the time of your meetings, had the VA submitted 
their budget request, were you working with that number, the 
$1.37 million more? 

Mr. CULLINAN. I am sure that they had. I am sure that they had 
done it at that point. And, we know, we know from the hearing of 
the 11th, that there was movement back and forth, that there was 
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an initial proposal which was about $1.4 billion more than we 
wound up getting. 

Mr. Snyder. Yes. 

Mr. CuLLiNAN. So, all of that was takine place. 

During that period, of course, we were holding our meetings and 
doing what we could by working with VA. 

Mr. Wannemacher. What 0MB said was that the VA gave a 
credible argument on Hepatitis C, but there is no additional 
money. 0MB, also set the Independent Budget VSOs up by saying, 
this is what your numbers are. With these numbers, what pro- 
grams do you think we can cut. Doctor Kizer has just announced 
enrolling all seven priorities, do you really think that VA can care 
for all seven priorities with these numbers? And, there were was 
some discussions, and then 0MB came back and S 2 ud the VSOs 
were opposed to Doctor Kizer for enrolling all seven. That is just 
not true nor what was said. 

Mr. CuLLlNAN. No, and that is not a single event either, that is 
a trend. We have met, you know, it is an annual event now that 
we march over there and conduct these meetings, but we have not 
gotten anywhere. 

Mr. Snyder. Meetings can kind of become habits more than pro- 
ductive experiences, l^ere is a breakdown in this process some- 
where, and I am new here. 

Mr. Bacon, ^preciate your being here. 

Mr. Bacon. 'Diank you, sir. 

Mr. Snyder. Thank you for coming. 

Thank you, Mr. Chairman. 

Mr. Stearns. Well, I want to thank the panel very much for 
coming, and we know how busy you are, like we are, and we appre- 
ciate your time, and my staff has been writing down your com- 
ments. It is a battle, but there is no reason we have to compromise, 
because we have made a commitment, and it is like Social Security. 
We made a commitment, we have to obligate it, and the veterans 
are the same way, and this system has got to work in a way that 
has enough funding, it is efficient enough, and the people say I am 
very, very satisfied on a universsd basis, and that’s what we are 
worldng towards. 

So, thank you very much. 

Mr. Stearns. I will call up now panel number three. We have 
Mr. Harley Thomas, Ms. Veronica Aaera and Mr. George Duggins. 
Appreciate your patience in waiting. We started this at 10 a.m., 
and you folks have stood by and helped us. We saved the best for 
last, so with this why not start out with Mr. Harley Thomas, if you 
will start with your opening statement and we will work across. 

STATEMENTS OF HARLEY L. THOMAS, ASSOCIATE LEGISLA- 
TIVE DIRECTOR, PARALYZED VETERANS OF AMERICA; VE- 
RONICA A’ZERA, LEGISLATIVE DIRECTOR, AMVETS; GEORGE 

C. DUGGINS, NATIONAL PRESIDENT, VIETNAM VETERANS OF 

AMERICA 


STATEMENT OF HARLEY L. THOMAS 
Mr. Thomas. Thank you, Mr. Chairman. 
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I have here a copy of an open letter of appeal to all members of 
the House and the Senate, drafted by the Independent Budget au- 
thors, and I would like to submit this for the record, if I could. 

Mr. Stearns. Without objection, so ordered. 

[The statement of the Independent Budget appears on p. 103.] 

Mr. Thomas. Mr. Chairman, members of the subcommittee, on 
behalf of the Paralyzed Veterans of America I am honored to be 
present and submit our views on the Administration’s Fiscal Year 
2000 Medical Budget for DVA. 

Mr. Chairman, the Administration’s Fiscal Year 2000 Budget “ig- 
nores the increasing cost of ceuing for veterans, especially the amng 
veterans of World War II who depend on the VA health care.^By 
once again proposing a straight-lined appropriation, the President 
is ignoring the true cost of health care for veterans, especially the 
more-costly care needed by our older veterans, our ^rer veterans, 
and our veterans in need of specialized services, sucn as spinal cord 
dysfunction. 

This budget ignores the very real cost of medical care inflation, 
and the increased costs associated with caring for an aging veteran 
population. 

Last year, the Under Secretary for Health was quoted in the 
Washin^on Post as saying, that without additional funding, the 
VA health care system would “hit the wall." In his Febru^ 8, 
1999, memo to Secretary West, Doctor Kizer announced his inten- 
tion to begin massive cut baclu in staffing and resources now to 

E repare for even larger cuts imposed by the disastrous 2000 
udget. 

Realistically, vetereins don’t stoo needing health care just be- 
cause 0MB has decided they should not have a hospital to go to. 
Based on Independent Budget projections, the first step in this 
process would be to close the eouivalent of 26 VA hospitals, includ- 
ing a reduction of nearly 8,000 nealth care staff, and erosion in the 
missions of scores of other facilities. Based on current law, VA can 
only provide health care to the number of veterans it has funding 
to care for. Under this scenario, thousands of veterans seeking 
earned health care benefits will be turned away. 

Obviously, VA already has its plan, as Doctor Kizer wrote in his 
February 8th memo— the plan to “right size” the VA system. Rath- 
er than keeping this plan a secret, we believe the veterans of this 
nation and the Congress have a right to see it. How many hospital 
beds are going to be shut down? How many doctors, nurses and 
health care providers are going to be fired? Above all, which hos- 
pitals are going to close? Where are these closures going to take 
place — in what areas of the country? In whose state? ^d, even 
better, in whose congressional district? 

Last year, Doctor Kizer said he wanted to have VA be able to 
admit all veterans to the VA health care system. Clearly, under the 
proposed budget this is not going to happen. We want to see the 
^triage plan” showing just wno is going to get into a VA hospital 
and who is going to be turned away at the door. 

Mr. Chairman, as you are no doubt aware, PVA has continually 
expressed concerns regarding the VA’s provision of specialized serv- 
ices, specific^ly care and treatment for veterems with spinal cord 
dysfunction. Beginning last summer, we raised the issue of declin- 
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ing capacity and what we perceived as the VA’s lack, of emphasis 
for specialized services. The full House Committee on Veterans’ Af- 
fairs responded to our concerns by requiring VA to continue report- 
ing on the maintenance of capacity for an additional 2 years, and 
included statutory language establishing performance standards for 
VA managers regarding the provision of specialized services. For 
these efforts, we thank you and the Congress for your responsive- 
ness. Doctor Kizer also reacted to this issue we raised, and on Oc- 
tober 23, 1998, transmitted his proposal for the VA spinal cord in- 
jury/disorders program to Secretary West, who also concurred in 
them. 

Of msgor importance, among other important improvements to 
SCI programs, the Under Secretary has agreed to centralize deci- 
sions regarding staffing and bids. This is a favorable step forward. 

Mr. Chairman, memoers of the subcommittee, today PVA must 
question whether these efforts and commitments are in vain, due 
to the shortfalls in the VA health care that we envision in the 
President’s budget. No matter what agrwments are made, no mat- 
ter what laws are passed, or the sincerity of promises, all will be 
negated by the anticipated absence of necessaiy resources if the 
President’s budget proposal is not substantially altered. 

We recognize that this subcommittee does not appropriate dol- 
lars, but we do know that you can authorize them. The authoriza- 
tion process must recognize the real resources requirements of the 
VA. We look to you and your expertise in veterans issues to help 
us carry this message forward to your colleagues in the Budget Ap- 
propriations Committee and to the public. This year, more than 
ever, we need your help. 

Mr. Chairman, I thank you for this opportunity to present our 
views, and I will be available for any questions. 

Mr. Stearns. Thank you, Mr. Thomas. 

[The prepared statement of Mr. Thomas appears on p. 106.] 

Mr. Stearns. Veronica A’zera. 

STATEMENT OF VERONICA A’ZERA 

Ms. A’zera. Yes. 

Mr. Chairman, I am Veronica A’zera. I am the national legisla- 
tive director for AMVETS, and we appreciate the opportunity to 
join with our distinguished colleagues from the veterans’ commu- 
nity to provide testimony to the House Veterans Affairs Sub- 
committee on Health regarding the Department of Veterans Affairs 
medical care budget request for fiscal year 2000. 

I am not going to spend a lot of time repeating what you already 
know, and as Mr. Doyle said, we are preaching to the choir. But, 
to quote the VISN 18 Director, “This budget stinks.” We agree with 
that. The Clinton/Gore Administration proposed budget for Depart- 
ment of Veterans Affairs for Fiscal Year 2000 is $3 billion less than 
is needed to adequately address the health care needs of our na- 
tion’s veterans. 

The budget shortfall is so significant that it imperils the health 
and benefits of millions of veterans. Given the Administration’s 
propos^, this situation will continue to worsen. 

\ou know it, we know it, and now with the infamous Kizer memo 
we know VA knows it. liie VA budget plan proposes new health 
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care initiatives but provides no new dollars. VA is expanding 
heeilth care and other benefits to veterans suffering from Hepatitis 
C-related illnesses, veterans in need of emergency care, ana long- 
term care, yet the budget proi»sal cuts 8,000 VA health care staff 
and hundr^s of millions of existing budget dollars to pay for these 
initiatives. 

If I can, I can probably clear up a little bit more about what Mr. 
Snyder was asking for as far as our budget process. We did meet 
with 0MB, I was present at all those meetings, and I can tell you 
that this year we presented a Critical Issues document for the first 
time as a part of the IB, to address 0MB directly, and to let them 
know what we felt were the important critical needs of the VA to 
address. And, as my colleagues mentioned before, it was a deaf ear. 

So, no, I was not surprised when I saw the budget, but I was sur- 
prise by their candor to us that it was not a priority. 

There is a list of the critical issues that we informed 0MB on 
and the Clinton/Gore Administration, and I also want to tell you 
that we have requested a meeting with Vice President Gore and 
the White House several times and we were not able to do that at 
all. They did not grant us with a meeting. But, all the issues that 
we addressed are part of my written testimony and also in our 
Independent Budget document. 

In closing, I want to thank the committee and the Veterans’ Af- 
fairs Committee, the Full Committee, for helping us out in previous 
years. I think it was really ironic that the same week the movie, 
“Saving Private Ryan,” was re-released the Clinton/Gore Adminis- 
tration s detrimental budget was also released. 

We join with you in the battle to save Private Ryan’s health care, 
it’s a battle we have been fighting since the Balanced Budget Act 
of 1997 froze discretionary spending for the 6-year period. 

And, as someone else also mentioned earlier, that that has al- 
ready been busted, so we do not see a reason why it ceinnot be 
changed for the VA also. 

The Private Ryan veteran population is rapidly aging and in 
need of ongoing treatment for complex chronic conditions. Accord- 
ing to the VISN Directors we heara from this morning, this budget 
crisis comes at a time when the need for VHA services has never 
been greater. 

Thank you again for this opportunity, and we look forward to 
working with you, and we do have plans, Mr. Doyle, of talking to 
the appropriators. Last year, we held town hall meetings, which a 
lot ot the members here were a part of, and we will be holding 
those again around the country to bring these issues up and meet 
personally with the appropriators to explain to them and to edu- 
cate them on the critic^ issues. 

We thank you for this opportunity. 

[The prepared statement of Ms. A’zera appears on p. 119.] 

Mr. Stearns. Thank you. Mr. Duggins. 

STATEMENT OF GEORGE C. DUGGINS 

Mr. Duggins. Thank you very much, Mr. Chairman. 

I am George Duggins, National President of Vietnam Veterans of 
America, and my oral comments will echo my colleagues. I know 
our Government Relations Director is sitting back there pulling his 
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hair out right now. But, as a twin-tour Vietnam vet, I just wanted 
to talk to you, and it is the system. 

I was sitting here this morning listening to the first panel. The 
VA was saying that they were having a problem doing third party 
billing. The third party billing is not a rocket science. I mean, my 
company does it every day, and the people who do it are on the low 
end of the pay scale. So, while it’s not a rocket science, it (the prob- 
lem) is the system. 

If the VA system had to compete with a private system, this sys- 
tem would fail every time. It is the system. We have to get into the 
system, look at it. No matter how many dollars we know that the 
$17 billion is not enough. We know that there needs to be more, 
but how are those dollars going to be used? Are we going to get the 
best bang for the buck? I do not think so, and we will be sitting 
back here next year saying the same thing over and over. It is the 
system, we just have to look at this system. 

You can recognize a wound from a ray who has had his arm 
blown off or he is missing a leg, and the VA addressed that real 
well, but how do you put a Band-Aid on a mental illness? Today, 
I heard very little. I heard a lot of budget figures thrown out, but 
no one has talked about the “wellness” of veterans, and the bottom 
line of this thing is that veterans get well. 

You know, if we have to mve this veteran a voucher and let him 
go somewhere to get well, ^e bottom line is that the veteran gets 
well, and I have not heard that addressed today. I have heard 
numbers, we are putting a price tag on veterans health, and you 
cannot do that, it is not rignt to say that, okay, we are going to 
spend $300.00 and that is your limit. If you do not get well with 
that — it (the problem) is the system. 

Something has to be done to really, truly look at how the system 
operates. When a veteran has a mental problem, and he goes to the 
VA hospital and the system tells him, “okay, you have to come back 
in 6 months for an appointment,” it is the system. That is wasting 
the veteran’s time, it is going to agraavate him, he is going to do 
something probably to himself or to his family. We have to look at 
the “system.” The system is failing the veterans, and we are plead- 
ing with Congress to restore some type of sanity to the VA system. 

Dollars may not necessarily be the answer that we are looking 
for here. I tell you, sir, it is the system, and thank you veiy much 
for listening to me. 

[The prepared statement of Mr. Duggins appears on p. 124.] 

Mr. Stearns. Mr. Duggins, thank you very much. I think we 
would all agree that the culture within the veterans delivery sys- 
tem has to be changed, too, and dollars is one thing, but the effi- 
ciency, the general procedure has to be sort of revolutionalized so 
that we look at veterans as a complete system that we take care 
of 

Mr. Duggins. I agree with you, sir, and you said it yourself, that 
the other government health care eigencies are working fine. 

Mr. Stearns. Working fine. 

Mr. Duggins. Again, it is the VA system. 

Mr. Stearns. And, none of those folks had the commitment like 
the veterans did. 
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Mr. Duggins. I work in the private health care industry, and, 
you know, with $17 billion we can treat an awful lot of veterans. 

Mr. Stearns. Oh, sure. 

Mr. Duggins. And, we can do it well, and that is what I am not 
seeing at VA, is the bottom line that the veterans getting well, is 
to get someone in the system, get him out of the system, and he 
becomes a functional person again. That should be the bottom line. 

Mr. Stearns. Well, we are going to try with legislation this year, 
and I hope my colleagues will support me, to boldly step forward 
here and try to do something diirerent here, so that some day a 
member of Congress can go hack to his district and get no com- 
plaints, like the Federal Employee Health Benefits Program, and 
that we are not faced with a budget shortfall, and that both the 
Executive Branch and the Legislative Branch are committed to 
funding this. 

Mr. Duggins. But, do you agree with me when the first panel sat 
here and said that, you know, we are having problems doing third 
party billing, I have a real problem with that. People do it every 
day, and it is not rocket science. 

Mr. Stearns. The third party billing. 

Mr. Duggins. Right. 

You know, it is like, what is the problem with doing third party 
billing? I just do not understand why. How much is it going to cost 
for them to do something of that nature? That money could be used 
to treat veterans with. 

Mr. Stearns. Well, I agree, and that is an area we are going to 
look at, and I think it is an area we can address. I think Ms. ve- 
ronica A’zera indicating in the movie “Private Ryan," when it came 
out and sort of the irony of it, saving Private Kyan, and here we 
are in Congress, we have to save veterans, so 1 am in complete 
agreement. 

Are there any questions from my colleagues? 

If not, we want to thank you very much for your patience in 
waiting this whole time, and we want to thank you again for your 
comments, and together we will work. And, I think if you could 
work through the appropriations process that would help, too. 

Thank you. 

And, the Subcommittee of Health is adjourned. 

[Whereupon, at 1:02 p.m., the subcommittee was adjourned.] 
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APPENDIX 


State of Lane Evans 

Ranking Member. House Committee on Veterans Affairs 
Subcommittee on Health 

Hearing on VA Medical Care Budget for FY 2000 
February 24, 1999 

Thank you, Mr. Chairman. Good Morning. I am pleased to be here today to 
discuss the VA Medical Care budget for FY 2000. Today, we will hear from the 
system's officials, its advocates, and state veterans' officials, many of whom will 
reiterate concerns that were raised m testimony before the Full Committee a couple 
of weeks ago. 

At that time. Members of the Committee were almost unanimous in deeming the 
budget inadequate. We heard that the Independent Budget called for S3 billion 
more than the Administration's request; American Legion recommends an 
additional S2 billion; and VA itself originally requested SI. 2 billion that was not 
ultimately included in the budget submission. I fear that this inadequacy will 
translate into some very real consequences for the VA and the veterans who rely 
upon it for health care. I am eager to hear from the ofRcials that must live with 
these consequences and encourage their candor in helping us understand what will 
happen if the requested VA health care budget is enacted. 

For the fourth consecutive year, there is no growth plarmed for VA Medical Care 
funding. While the President's budget supports a number of important initiatives, it 
offers no new dollars to support them, and in &ct, notes that VA must find $1.1 
bullion in "management efficiencies" in order to fund them. Even to maintain 
services it must absorb $870 million for the pay raises mandated for all '' general 
schedule” federal agency enqjloyees, for inflation, and for uncontrollable rate and 
workload increases. 

Some have suggested that the fat in the VA health care system has already been 
trimmed. Since its initial budget "freeze” in fiscal year 1997, VA has made a 
number of extremely painful changes in its health care system. Some of these 
changes were necessary for VA to adopt the practices of a modem and proficient 
health car provider in today's market. Between the beginning of the freeze and the 
end of fiscal year 2000, VA will eliminate almost 10% of its workforce. Since 
fiscal year 1996, the agency has closed almost 40% of its authorized operating 
beds. It has integrated or consolidated about 40 of its health care facilities. It has 
even eliminated acute inpatient care—an untenable idea as recently as 5 years ago- 
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at several VA medical centers, but the President’s Budget now counts 166 medical 
centers where VA is still identifying 172. Even during this time of downsizing 
infrastructure, efficient management has allowed VA to open hundreds of 
community ou^tient clinics and treat thousands of additional veterans. 

But not all is well. In budget testimony for fiscal year 1998, the Undersecretary 
for the Veterans Health Administration, Dr. Kenn^ Kizer said that VA would "hit 
the wall" if it did not receive the expected influx from non>appropriated sources. It 
hasn't. Congress has failed to ctmsider a reasonable Medicare Subvention prr^osal 
and VA is having more difficulty collecting third party payments than it expected. 
These programs were to allow the txtly growth the enormous system would realize. 
Imagine Kaiser Permanente, Columbia/HCA or even Medicare expecting no 
growth in revenues for four years and the magnitude of this problem becomes 
clear. 

Unfortunately, as with private sector health care systems, the first patients that feel 
the pinch tend to be those who are most vulnerable because their complex health 
problems are expensive to treat. It is becoming increasingly apparent that VA 
Is making the same choices that those in the private sector have-eliminating 
inpatient long-term care for the frail elderly, severely restricting inpatient 
psychiatric care, and creating queues and more subtle systems of rationing for 
specialized care and prosthetics. VA has reported a 20% drop in those it treats for 
chronic mental illness and substance abuse. At a Subcommittee on Health hearing 
last summer, veterans with spinal cord injury, who have been blinded, who use 
prosthetics or for those with post-traumatic stress disorder— were eroding. This is 
Just the tip of what many system advocates believe in an endemic problem. 

VA is not Kaiser Permanente. It is health care system created for veterans and 
their special health care needs. It is a special, and largely uiuecognized, part of the 
nation's public health infrastructure. It should not be allowed to wither on the vine 
because veterans are no longer the "flavor of die ntonth". 

I intend to work closely with members of Congress and the veterans' community to 
make substantial increases in the ^propriadons for veterans' health care. I want it 
clearly understood that VA's health care system is at risk and that this funding is 
sorely needed. I look forward to the testimony today. Thank you. 
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THE HONORABLE MICHAEL BILIRAKIS 

SUBCOMMITTEE ON HEALTH 
FEBRUARY 24, 1999 

HEARING ON VA MEDICAL CARE 
BUDGET FOR FISCAL YEAR 2000 

THANK YOU, MR. CHAIRMAN. 

I WANT TO COMMEND YOU FOR SCHEDULING THIS TIMELY 
HEARING ON THE VA'S FISCAL YEAR 2000 MEDICAL CARE BUDGET 
REQUEST. I WOULD ALSO LIKE TO WELCOME OUR WITNESSES TO 
THE SUBCOMMITTEE THIS MORNING. 

LIKE MANY OF MY COLLEAGUES. I HAVE SOME STRONG CONCERNS 
ABOUT THE ADMINISTRATION’S REQUEST FOR VA MEDICAL CARE 
FUNDING. AS THE REPRESENTATIVE OF A DISTRICT WITH A LARGE 
VETERANS POPULATION, I STRONGLY BELIEVE THAT WE MUST DO 
EVERYTHING WE CAN TO REPAY THE GREAT DEBT THAT WE OWE 
THE MEN AND WOMEN WHO ANSWERED THE CALL TO DUTY. 

UNFORTUNATELY, THE ADMINISTRATION'S BUDGET REQUEST 
MAKES IT VIRTUALLY IMPOSSIBLE FOR THE VA TO LIVE UP TO THIS 
COMMITMENT. FOR EXAMPLE, THE BUDGET CONTAINS NO 
MONEY FOR THE INCREASED COSTS OF EXISTING PROGRAMS » 


COSTS WHICH ARE CLOSE TO «1 BILLION. 
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HOW DOES THE VA EXPECT TO OPEN 89 NEW OUTPATIENT CLINICS 
AND TREAT 54,000 MORE VETERANS IF ITS BUDGET REQUEST 
DOES NOT EVEN INCLUDE FUNDS TO COVER INFLATION OR 
ROUTINE PAY INCREASES? THE ADMINISTRATION'S BUDGET ALSO 
DOES NOT TAKE INTO ACCOUNT THE INCREASED NUMBER OF 
VETERANS BEING CARED FOR IN STATE HOMES AND FOR 
CHAMPVA. 

THE ADMINISTRATION'S REQUEST ALSO CONTAINS NO NEW 
MONEY TO FUND THE INITIATIVES PROPOSED IN THE BUDGET 
SUBMISSION. THE FUNDING FOR THESE PROGRAMS IS OVER $500 
MILLION. WHILE THE SERVICES PROPOSED IN THESE INITIATIVES 
ARE NEEDED, THE VA'S HEALTH CARE BUDGET IS ALREADY 
STRAINED TO THE BREAKING POINT. HOW DOES THE VA EXPECT 
TO PAY FOR THESE INITIATIVES WHEN IT CAN'T EVEN MEET THE 
CURRENT DEMAND FOR SERVICES? 

AS ALWAYS, MR. CHAIRMAN. I LOOK FORWARD TO WORKING 
WITH YOU AND THE OTHER MEMBERS OF OUR SUBCOMMITTEE TO 
ENSURE THAT OUR VETERANS RECEIVE THE HEALTH CARE 
SERVICES THEY HAVE EARNED. 


THANK YOU. MR. CHAIRMAN. 
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Congress of the Bnited States 

tliuK tf Kcpiucntanoa 
WailHogtDn, 


cm— Hill 

1— i— h MlM C ilfc MOVMI 
— MTIIII 

Ifcint fcoiwii 

MK—anw 

lu<#aa» 


dt4t«*«at of Koprooo&totiv* Luio Outiorros 
l*ftrl&9 oa VA Nodical Caro Budgat for Pf 2000 
rabrvary 24. 1999 


Thank you, Mr. chairman. I thank tba witneaaaa for taking the tine 
to b« with uo cbia noming. I lo<A forward to hearing their 
connenta and inalght regardiog the VA nedlcal care bud^t for 
fiacaX year 2000 . 

Mr. Chairman, 1 will reiterate the aentiiaenta that Z ahared with 
thia coonittee laat week at our firac full coafaittee hearing. 1 
atrongly believe Chat the Adainiatration’e propoaad budget for 
veterana' nedlcal care la inadequate. VA hoepitale acroaa the 
country auat struggle year after year to take care of our veterana. 
but thay do not have the reaourcea to do ac. The Admin let rat ion 
aaya it wanta to open more clinica and traat nor a veterans. But Mr. 
Chairman, thia ia impoaaible with a nedieal budget chat ahowa no 
increaae iron the previoua fiacal year. Me euat alao not forget 
that thia budget propoaal doea not take into cone Iderat ion the 
coate incurred fron inflation and VA ee^loyee raieea. 

If Congreea ie fully connitted to the men and women who have 
aacrificed for our country, we nuat heed the reconnendationa of cha 
witneaeee who are here with ua today. Mepraaencacivee fro*n the 
veterana eervice organiaationa and tkM men and wonen who work in 
the veterana hoapitala will tell ue straight and to the point, *The 
Veterana medical budget deaperately needa nora money.* 

Mr. Chairman, we nuet not ignore their plaaa. 


■— ^0— we.o— *— ■ 
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STATBHBirr OF THB HOHORABLB mCT DOYLB (PA- 18 | 

CoamlttM M Afftln 

tBbeowwittt— otx H— Hh 

BMtlac M th* VA HtAleal Can Hiii|;a< te FT 2CN10 

FMknMTF a4> i999 


I mnt to thank Subcommittee Chairman Sttama itar convening today's 
bearing to fiirthcr estamine the VA Medical Care Budget for fiscal year 
2000 aa proposed by the Adaunistratioa. 1 also want n> vrelcome all of 
my feUovctdleaguea vriio are {resent here thia morning. 

In addidoo. I want to thank those of you who are here to testify befine 
the Subcommittee fir the tim» to share your mcpertiae insight 
on VA medical care and related funding issues. Your efibrts are greatly 
a p prec ia ted and will assist me m ber s of the Committee in our work to 
hahion budget recommendatjons that accuratefy reflect and meet the 
needs <tf cdl veterans. 

Before I begin my remarics, 1 ask unanimous consent that the testimony 
which was irepaied and submitted by the American Federation of 
Oovemment Employees (APOE) be included aa part of the r e co rd. 

In the Interest of time, I will keep my opening comments brief and h>~the- 
point I think it is sale m say that there isn't a whole lot to lilm about the 
Administration's ovenUl budget for the Department of Veteraiu AfEairs. 
And there's even Isas to llks — if Otafs possible — about the woefUlfy 
inadequate funding levels specified for medical care. Aa ms made 
clearly evident in the fUll Committee's February 11<“ hearing on the 
overall budget, members on both aides of the are particularfy 
concerned about VA medical care programs. 

Unlike committee dynamics you may observe elsewhere on the Hill, the 
concern that membm of our committee have does not stem from 
internal bickering over obscure mattss, but from our real doubts about 
whether we are fulfilling our commitment to our nation's veterans. And 
Tm not tiring about fuififling our commitment in vaheait terms as 
outlined in the recently relea^ report by the Congressional Commission 
on Servicemembers and Veterans Ttanaition Assistance. — Tm talking 
about falfiUing the most haste of our oxnniitments • ths right of a 
estsiaa to ham seems to hl^-qaality ht*fth ears sad to r s osl es 
tf ss t a i o Bt te a tlmsly wsaasr. 
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No matter bow 3 WU locdc at it, the Adminiatration's Medical Care Budget 
doesn't add up — not in terms of binding new initiatives such as 
treatment of Hepatitis C or even maintaining existing pn^rams. In bet, 
it fi»n« $ 1.1 billion short in terms irfkeepiDg up with inflation and paying 
the salaries of bard working VA empk^m. - 1 could go on in more detail, 
but I will re se rve some of my more specific concerns for the upcoming 
rounds of questions. 

In good conscience, we must do everything we can to prevent the 
proposed funding to medical care from going unaltered. The Medical 
Care Budget is not just simpfy inadequate, but serious^ compromises 
the professional integrity of the VA qntem in regards to the level of 
quality care that is being delivered and adequate staffing positions in 
various sectors. Without significant overhaul, FY 2000 funding levels 
also pose a significant danger to the long-term vbbiliQr of the ^tem. 

It is my hope that subcommittee members will not <mty emerge from 
tode^a proceedings more intomed about the funding levels to the 
Medical Care Budget and their potential implicationa — but more 
energized about the need to clearfy articulate to those whose decisions 
will greatfy affect their d^-to-day lives our concerns about the vets back 
home. 
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Mr. Chairman and Subcommittee Members; My name is Bobby L. Karnage. I am 
National President of the American Federation of Government Employees. AFL-CIO. 
which represents 600,000 federal workers across the nation. AFGE represents some 
120,000 workers at the Department of Veterans Affairs (DVA). It is the daily dedication 
and professional attention of these front line health care workers that fransfdrm the 
government’s promise of quality health care into reality for veterans. 

Caring staff - not managed-care cost-cutters - keep the Veterans Health 
Administration focused on its mission. But caring staff depend on sound budgets. 

Budgets are a moral statement of our nation’s priorities. The DVA budget proposal 
for fiscal year 2000 makes dear that this administralion is intent on dismantling the DVA 
and turning the government’s back on the men and women who served when called and 
sacrificed without question. 

In their budget for FY 2000, Secretary Togo West and Under Secretary for Health 
Or. Kenrteth W. Ki2er have recommended a $17,306 billion appropriation for veterans 
health care. This will be the fourth cortsecutive year that OVA health cere fonding has 
been all but frozen. It is the sixth year in which the DVA has called for cuts in staff that 
are responsible for direct patient care. AFGE regards this budget proposal as further 
evidence that many Administration officials, who seem intent on dismantling the DVA, 
are turning their backs on their promise to care for the men and women who saafficed 
their bodies ar>d mirtds for our country. 

The Adminlatratlon'e Budget proposal for DVA is Based Upon Several Dubious 
Assumptions 

1. it wrongiy assumes that the health care needs of more than 25 million veterans 
are diminishing simpiy because they are getting older. That the rtation’s 6.3 million 
WWII veterans, 6.1 million Korean War veterans. 8.1 mllNon Vietnam Era veterans, and 
2 million Gulf War veterans are getting older means they will require more - not less - 
specialized medical treatment and long-term care. 

Moreover, the type and quality of health care that aging and other veterans 
receive at the OVA is unmatched and often unavailable from the private sector. This is 
especially true for 21 percent of the OVA'S patients who have no health insurance. And 
can we risk underestimating the future medical needs of the roughly two million men artd 
women who served In the Gulf War. The private sector is ill-equipp^ to handle Gulf War 
illnesses, spinal cord dysfunction, prosthetics, psychiatric patents, and homeless 
veterans who are entitled to health care services from the DVA. 

Nonetheless, the DVA budget would cut acute hospital care by $522,646,000. 
The proposal cuts psychiatric care by $159,161,000 and cut rehabilitative and sub-acute 
care by roughly $71 ,700,000. Worse, these cuts do not take into account the projected 
short-fall in the FY 1999 budget which is inadequate to meet current staffing levels and 
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hearth care service demands. 

2 ) The budget proposal also mistakenly assumes that savings can be generated by 
reducing the DVA's in-house workforce by roughly 8,000 direct patient care workers. In 
calling for such a drastic stafRrtg reduction, the OVA budget proposal sweeps the cuts 
urtder the label of *management efficierKies.'' The ramifications of such cuts is neither 
prudertt management rtor an efficient means of assuring veterans high quality health 
care. Moreover, It is insultng to staff who have been ordered to do more and more with 
less and less. 

AFGE rrtembers know all too well that DVA staffing levels have been inadequate 
for years. An 8,000 staffing decrease in FY 2000 will foliow six years of cutting the staff 
who serve patients directly. Irtcluding the cuts proposed for FY 2000, tlw DVA wil have 
cut In Just seven ^ars roughly 28,500 employees who are responsible for direct patient 
medical care. (The 28,500 ^ure does not include the cuts to staff responsible for 
medical and prosthetic research or the cuts to medical administration staff.) 

In preparation for a FY 1969 budget shortfall and anticipation of the fiscal year 
2000 budget request, Urtder Secretary for Health Dr. Kizer, has already called for rapid 
processing of furlough requests and reductiorts-in-forca. 

Proposed staffing cuts, furloughs, and the elimination of medical services can 
only place veterans in greater jeopardy. Veterans will have less access to care and the 
care they manage to receive will not be high qualih/ Even the most dedicated, 
professional and committed staff can not provide quality care If their resources are 
stretched too thin. 

Nurses at some hospitals are already being forced to work two shifts a day. The 
staffing of some hospitals is so tight that in order to have even the most minimal 
coverage, directors regularly order Registered Nurses to work 16 hours a day. Our 
members krww that forcing nurses to cover two-shifts, day after day. takes it toll on the 
quality of care those nurses can provide to their patients. This Is r>ot "mansgemertt 
^CMncy.’ 

Doctors at some facilities are already grapplirfg with the consequerwes of 
inadequately funding veterans medical care. Doctors are being forced to consider which 
patient should get a needed surgery - either the cancer patient or a deaf veteran who 
could benefit from a ear implant to restore hearing. The hospital wont have the 
resources to perform both medicaly advised surgeries. This is not acceptabie. 

DVA's medical care staffing levels are not based upon the real r>eed8 of veterans. 
The DVA has established procedures to determme the stafimg needs of each medical 
facility and each health care ward or unit The methodology relies upon an expert panel 
which includes direct patient care staff to determine the appropriate staff mix (e.g. 
Registered Nurses. Licensed Practical Nurses, nurses aides, etc.) needed to provide 
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quality care to patients. OVA's budget proposal is not based upon ttiis recommended 
staffing methodology. 

On behalf of the women and men who care for our nation's veterans, AFGE 
urges Congress to reject the OVA's recommerrded fiscal year 2000 budget. The budget 
for veterans healdi care must — at minimum — support the existing staff levels at 
hospitals and allow hospitals to begin to fill the staffing capacity that has been eroded 
by six years of staffing reductions. 

3) The Administration's budget proposal makes unrealistically optimistic estimates 
of collections from third-party insurers for veterans receiving care from the OVA in order 
to justify cuts in appropriations. The OVA makes this assumptions as part of its "30-20- 
10* strategy. The 30-20-10 plan involves a 30 percent reduction in the cost per patient, 
20 percent increase in new unique Category A patients, srxl a 10 percent irtcrease in 
funding from outside sources to offset reductions in appropriation funds. 

As discussed above, the bulk of the 30 percent reduction in cost per patient is 
coming from the drastic and unacceptable reductions in staff. With regard to the 20 
percent increase the number of new patients. Congress must look to revisirtg the 
Veterans Equitable Resource Altocation System (VERA). Urrder the VERA model, only 
Category A patients will be fonded. Thus, VERA shuts veterans out of the system. 

The 10 percent increase in third party reimburserrtent offers the most promise but 
only if such collections truly supplement - rwt substitute for - adequate appropriated 
funds. The DVA's proposal would have the pie-in-the-sky predictions for third-party 
reimbursement displace real appropriated dollars. The OVA has never met its targets for 
third party collections. Over the years the OVA has only been able to recover less than 
half a1 the money it has attempt^ to collect from private irtsurets. Given this history, 
Congress should be wary of cutting appropriations based the DVA's overly optimistic 
estimate that it wiH collect S761 million in FY 2000. 

The tragedy of It all la that Veterans Health Admlnistratlon'a(VHA ’a) budget 
to begin with vrae inadequate. We cannot imagine OVA operating on a straight line 
budget even with third party relmbutaement and Medicare. This proposal should 
bethrown out and Congress should Instead begin linking VHA's budget to medical 
Inflation coals and full staffing levels for the needs of veterans. 

AFGE firmly believes that our government owes veterans much; at the very least, 
our government owes them adequate health care. We must treat our veterans In a high 
quality, caring environment, which truly has their interests as the bottom line. Quality 
of care - not simply 'cosT — must be the foclor of importarrce. Dignity, duty ar>d our 
obiigaUon to provide quality care must be corisiderad a budget priority. 

That concludes my statement. 
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STATEMeNTOF 
THOHIAS L GARTHWATTE, M. D. 
DEPUTY UNDER SECRETARY FOR HEALTH 
DEPARTMENT OF VETERANS AFFAIRS 
BEFORE THE 

SUBCOMMITTCE ON HEALTH 
COMMITTEE ON VETERANS’ AFFAIRS 
U. S. HOUSE OF REPRESENTATIVES 

FEBRUARY 24, 1999 


Mr. Chairman, members of the Committee, the PreskSent's budget for 
veterans medical care for Fiscal Year 2000 builds on VA's previous 
accomplishments and complies with the BalarKed Budget Act of 1997. 

The budget provides S1B.1 billion, including $749 million in medical 
collections, to provide medical care to eligible veterans. Highlights of this 
request indude: 

• VA will open 89 r>ew outpatiefft dinics artd treat S4.000 more patients in 
2000 than in 1999, a 1.5 percent irtcrease. 

• We are proposing $50 million In additional funding to help homeless 
veterans, induding $40 million in medical care «id $10 million in 
mandatory transitional housing subsidies. This funding will allow us to 
support 1 ,385 new community-based beds and treat 12,000 more 
homeless veterans. 

• An increaseof $136 million for VA's efforts to combat Hepatitis C. 

• An increase of $106 million in VA's long-term care alternative programs. 

• While not rnduded in the budget, the Administration will continue to seek 
authorization of a Medicare subvention pitot program. 

• The budget indudes a legislative proposal to authorize VA to cover the 
cost of out-of-rwtwork emergency care for enrolled veterans with 
compensable disabilities related to military service. 

• The budget indudes a legislative proposal to establish smoking cessation 
programs for veterans who began to smoke during military service. This 
program will be designed to reach veterans throughout the country by 
using contractors. 

Mr. Chairman, the Fiscal Year 2000 request recognizes the dramatic 
char^ges that have occurred in the past four years. In that time, we have 
increased the number of veterans treated, improved 9>e quality of our care, and 
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improved cuiHomer satisfection. At the same 6ma. we have reduced the per* 
patient cost of providing care and we have chanoed the culture of VA 
healthcare. 

Our goal is to provide wortd-ctess quality healthcare to as many veterans 
as possible. VA has successfully organized a system of coordinated healthcare 
delivery focused on contmuous quality improvement that is patiant-oriented, 
ambulatory care-based and results driven. We now treat patients in more 
appropriate settings for their problems. Veterans have embraced the use of 
primary care providers and care teams for their health needs. 

These strategies will assure the viability of the healthcare system well Into 
the next century. They will also prepare VA to contirue to meet the diverse 
healthcare needs of Ihe veteran population. We believe that the new VA system 
should serve as a model for AAure integr ^e d healthcare systems, both public 
«id private. 

In 1998, our departmertt committed to the goals of redudrtg per-patient 
cost for healthcare by 30 percent senring 20 percent more veterans, and 
increasing altamative ravarua sources to 10 percent of all Medical Cara ftstding. 
VA is still committed to meeting these go^. vriiile assuring that quality of cara is 
maintained m our system. 

VA is on track towards its long-ranga goals of 30/20/10. Compared to the 
1997 baseline, we project the following rasuitt in 2000; 

• reducaper-patient cost by ISpareerrt, 

• serve 16 percent rmravaterarts, arrd 

• incraasIngnorvappropriatedfondfogtoS.I peroenloftheMadical Care 

budget 

This will be accomplishad In large measure by continuing to ehitt excess 
acuta inpatient re so urces to e/qMnd artd en h ance outpatient cara and other 
types of cara in the most appropriste seittng Ongoing efforts to re-er>gineer our 
health care delivery structure and machartisms and our business practice 
initiatives will also contribute to these goals. We wiH continue to insure that 
taxpayers receive foil value for the ftmds they enlrjst to us. 

Medicare subvention would aliow VA to collect furtds from Medicare for 
healthcare services provided to Medicare eligible, higher irwome veteraru 
without compensable disabilities. Adoption c4 this demon str ation program is 
VA’s top Isgistativa priority. 

Wb will not ba abla to obtain 10 parcant of our funding from altamative 
revenue sources in the future If Congress does not pass the Medicare 
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siAvention pilot legislation. If this pilol proves successful in improving outcomes 
and loNWing costs, our goal would be to open up VA reimbursement throughout 
the system. I ask for your si^port of the Administration's proposal in this area. 

VA is also proposing a change in appropriation language to provide for 
two-year spertdmg avaiiabiKty for up to 5 perc^ of our resources, excluding 
those funds set aside due to delays in providing medical equipment. 

We support this proposal because it promotes more rational sperKlirg 
decisions and recognizes the need for management flexibility Ajnng this period 
of signtfleam change for VA healthcare 

As I mentioned earlier, the Administration is requesting authorization of a 
new smoking-cessation program for any honorably discharged veteran who 
began smoking in the military. The program would be delivered by private 
providers on a per capita basis, htf veterara who began smoking in the military 
would be eligible for this new program, to the extern resources are available. 

The Administration will seek authorization of this progrwn in the near future. 

Once this program is authorized, the A^inistration will submit a budget 
amendment requesting sn appropriation of $56 million for this new activity. K is 
estimated that between 500,000 and 600,000 veterans would avail themselves 
of fois valuable program over (he rwd five years. 

For Medical and Prosthetic Research, a total of $316 million and 2,836 
employees will support more than 2,100 high priority research protects to 
enharKe the quality of healthcare of the veteran population. This level of 
furtoing will allow us to maintain lha operabon of research centers In the areas of 
Gulf War veterans' Illnesses, diabetes, Parlunson's disease, spmal cord injury, 
cancer, prostate disease, depression, environmental hazards, women's issues, 
as well as rehitoilitation centers and Health Service Research and Oevelopmeni 
field progrems. 

In these areas, no other federally supported dinical or research entity can 
initiate or complete such critical artd ambitious research activities on behalf of 
America's veterans. Our departmerft will continue to increase the amount of 
non-approprieted research furtoirtg we receive from the private and public 
sectors. 

The Balanced Budget Act of 1997, Pitoltc Law 105-33, allows VA to retain 
all collections from third parties, copayments, per diems, and certain torts after 
JunaSO, 1997. These coitedions are deposIM in the Medical Care Collections 
Fund andareavailablefortrarvfertolheMedicat Careappropriation. Thefunds 
remain available to VA until they are expertoed 
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For PY 2000, VA estimates that more than $761 million will be collected 
through this effo rt a ndreverxjes will grow to over $1.2 billion by 2004. To 
accomplish Ittis growth, we are in the process of changing our billing rates to 
reasonable charges for inpetient and outpatient procedures: identifying more 
patients having insurvice: tfd i mp roving our debt collection efforts. 

The Medical Administratiori and Miscellanaous Operating Expenses, or 
MAMOE, activity is requesting $61.2 million in sstpropriatlons to fund 573 
employees who will support VHA operatiorts in Fiscal Year 2000. Transfers of 
$415,000 and $7.1 million in reimbursemerts will supplement these funds. 

This request is somewhat different from past ye«s in that it includes 
reimbursement authority for activities related to the Facilities Management 
Service Delivery Office. Facilities Martagement will begin to receive 
reimbursement from VHA, VBA and NCA for ffeid^ated project management. 

This reimbursement will allow VA to use appropriated funds to hire 
additional staff In the areas of quality martagement and performance 
measurement. Capital policy activities will continue to be funded by the 
appropriation. 

Mr. Chairman, this ooncludes my summary of the medical care, medical 
administration, and medical research budget requests. I will be pleased to 
respond to your questions. 
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TESTIMONY BEFORE THE HVAC St» 

FEBRUARY 24. 1»W 


•LlJw'wKaiX 


EONHKAI.TH 


My name is Tom Trujillo. As many of you know I recently retiied fiom tbe Veterans 
Health Admioistiatioo after over 32 years of service. I started my career in hospital 
finance and have many years of experience with medical center health care budgets, as a 
Financial Manager, Associate Director, Director, and Netwwk Director. I appeciate 
being asked to testify before you tod^. First of all it is a great hmor and privilege. 
Secondly. I am very concerned with the sutyect I am being mViiH to speak about today, 
and that is the FY^lOO bui^eL 

Before I start with that subject I would like to give you a little bit of where I'm coming 
fiom. At the time of my retitement I had the privilege of being the Netwt^ Director of 
VISN 18whichcoversArizooa.NewMexico,aiidthewestemp8ttofTexas. Ifyoucan 
imagine in your mind’s eye that geogt^cal area, you can see that tbe Network Director 
of VISN 1 8 has responsiMity fin the h^tfa cate of veterans living in a huge area 
(800,000 veterans in 361,000 square miles). Being re^tmsible for the healthcare of tbe 
weterans in this area was by &r tbe most rewarding and rh^lieng in g put of my career. 
Many oftbe veterans in this area do not have access to health cate. Many have no health 
care insurance. There are hi^ numbers ofminotity veterans, in particulw Native 
Americans, «4 m have not been given adequate care to prevent some of the more 
prevalent medical problems that occur in their particular population. I take a great deal of 
pride in the fact that over the last three years staff at tbe VISN 18 Cuilities have made 
great strides in improving tbe health care of a great many people in diis large area of our 
country. 


In order to explain vdiat I mean I’d like to speak a little tnt about the VA health care 
system during tbe last 30 years. When I sta^ working for the VA, the system was 
basically a ho^tal system. If you were sick enou^ to be ho^talized and met ccnain 
criteria, we could take care of you. We ail felt good about s^iat we were doing because 
we were hel{^ a lot of elderiy WWI veterans, many WW n and Korean r.onflirt vets, 
and tbe nevdy arriving mentally and [^sically wounded vets oftbe Viet Nam war. Our 
rehabilitahoo programs, such as Uiitd rehabilitation units and spinal cord iiyuty centos, 
were and still are second to none to tbe world. Tbe VA continues to be a leader in 
prosthetics research, and our fteilhies have dispensed ^ostheaes which have enhanced 
tbe productive lives of thousands. We were criticized for tbe foct that our lengths of 
hospital stay were longer than those m the private aector, but our miasioa of taking care 
of tbe recently wounded as well as the eldedy justified we were doing, and I thint 
we did it well. Tbe VA’a other missions of medical education and research, as well as 
outreach and airport to indigent vets, also helped to justify our costs and maAr us foel 
that we were m ald n g a positive difference. The mutually beneficial relatioiiships we 
forged with tbe nation’s medical scbotrfs also helped os to solidify out mayor role in 
America's healthcare community. But we were sliU primarily a ho^tal-baaed, inpatient 
system. 
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About four years ago, Dr. Kea Kizer was appointed to head the Veterana Health 
Administratioii. He brought fiesh ideas to tteDqwtraeatofVeteransAfEuis and with 
the help of you gentlemen, who gave us health caie eligibility lefotms, conqrielely 
changed the way we do business. The guiding princ^les for this change are contained in 
Dr. Kizer’s “Presaiption f<w Change.” 

I would like to talk a litde about what has happened over the last 3-4 yean because 1 
believe we have moved this Oqtartment further during those yean than any federal 
agency has been moved in the history of govenmenL Four yean ago, modem medicine 
was rapidly moving lowaids ambulatory and prevendve health care, but we were still 
being funded by the number ofii^Mtients we treated. HMD's were going to great lengths 
to reach out to their patients and provide greater accessibility, but we were still "Building 
Bound" and generally only provided care in the traditional hospital-based fodlities that 
were built ri^t after WWn. The truth oftbe matter is that VHA was becoming a 
ftinnMiif that WB3 rapidly moving toward etdiiiction. 

Over the last 3*4 years we have reduced the number of bo^ud beds nationally from 
.50,5 18 to 26,204. We have reduced our lengths of stay from 14.1 to 11.9. Tbenumber 
of bed days of care has decreased from 2^19 pnt 1000 patieiits to 1,332 pm 1000 
patients. Ambulatmy surgery has become the nmm rather than the exceptfon. The 
number ofacceas points aw^ from the bo^tab have been greatly expanded. The 
numberofveterans we trett has increased^ 15.1%. We are now providing full 
spectnun primary care aerrices to all of our patients and as a result they get more 
comprehoisive care dr«n is provided by most of the health m«iiiignnce organizations. 
There are many other things I could say about \riial we have done nationally, but time 
prohibits me ^m continuing. I would like to point out however, and I point it out with 
great fside, that we have doite this with a real Mlar, flat line budget 

This brings me back to the reason I am here today, that is, to talk budget I will admit 
that by iirg«mpli«hinp these changes, we have stretched ourselves wqr too thin and like 
the proverbial rubber band, we are ’ready to snap.* TTiis fiscal year VISN 18 received a 
VERA funding increase of 3.58%. All of this was quickly eaten 19 by the 3.8% salary 
cost increase, the mandatory funding of previously centralized programs, the rising 
inflationary costa in health care, and the increase in the number of veterans coming to us 
for care. This fiscal year we are experiencing serious financial problems, and we are one 
ofthe networks “gained” the greatest pereentage financially (see Figures 1,2, 3,4). 
These figures iulicale a shortage of funds for current year operatioos which immediately 
are compounded into PY 2000 without emuidering the salary increase and additional 
FTEE to accomplish increased workload. My estimate of shortage in FY 1999 is 
q^noximately SIS million, and with a straigM line budget for FY 20(X) the shortage 
would be Bf^xoximalely S30 milli on, imngiiw; the situation in those networks where no 
funding increase was received. 

AU oftbe fociliiies in VISN 18 are scrambling to deal with budget shortfalls, and I would 
like to riiare with you a couple of specific examples. The nioenix VA, which has 
historically been one of the most efiicient hospitals in the VA system, reduced its lengths 
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of stay by about SO^i. 'Ibrougb a judicious use of w u i en t adoussioii guidelines, diey 
were able to tcduee admissioiis to ii^atieat care by 30%. lliis effort provided them with 
dte opportunity to close undenoilized beds, which they dkL Ibe resources saved were 
reallocated toward enhancing outpotieBt care charity to address the increase in wo&load 
shifted to that area. The nalkicstioB worked in 1998 and diey were able to provide 
more and better health cate to a larger number of veterans at about dw same funding 
level. In the first quarter of this year, the number of new veterans coming to the fikcility 
(that is, new patients, never seen before) increased by 12.3% causing a shortage of beds 
and funds. Tliis is s proUen thst die fidlity is having great difficulty dealing 
with. In my opinion are walking a precariously fine line diatdiey could cross over 

atanytune. tsmificatioTLS of crossing this line are a reduction in the quality of care 
to an unacceptable level. There have already been three or four occasions this year when 
they have had to notify local ambulance companies to ‘^y-psss” and not bring emergency 
cases to tbe facility due to shortages of intensive care beds. 

Big Spring VA Medical Center, a small bo^tal in West Texas, is also having major 
funding problems due to sn unp rec ed ented increase m workload for that &cility of 
13.4%. TboseofyoufsmiliarwiththispartofTexaskDOWtbatitismedicaUy 
underserved, whh mai^ small towns over a huge area. Big Spring VAMC has set 
up six eonununify based outpatient clinks to lake care of the primaty care needs of 
veterans and tbe res p onse hss bees overwbelniiiig. Almost every new patient we have 
seen is indigent, uninsured, and in need of care. They have no vriiere else to go and are 
unbelievably thankful for wfaat we are trying to do. 

I have used these two exmples because they r ep r esen t both ends of tbe spectrum in VA 
healtb care, the large urban complex bo^lal and die small rural &cility that serves a 
scattered populatioa I dunk H's important to look at these in this way because the men 
and womenwhohaveservedour country don’t just come fiom highly populated areas, 
they came to serve from every nook and cranny in this great nation of oura, and returned 
home to urban and rural areas alike. We have established good, strong systems to 
provide for some important needs and we should not do anything to those systems except 
improve them. 

There are things happening nationally in health care that concern me greatly. Hepatitis C 
is a blood borne virus that must be identified and promptly treated. This new requirement 
will be very expensive, but we are obligated to screen our veterans and treat them 
quickly, b^bre they are beyimd treatment New and better drugs are being developed 
every day that extend the lives of people infected with tbe AIDS virus. Unfortunately the 
drugs are also very expensive. We are obtigaled to either provide these treatments as 
they become tile standard ofcare in our country or get out ofibehealfh care business. In 
addition, tiie provisitm of emergency care and additional care services for female veterans 
under Enrollment will increase our costs to an extent titat has not yet been quantified. 

One of tile areas that also concerns me as a health care professional is the number of 
patients who are coming to us due to (xoblems with their HMOs. VISN 18 hasahigh 
market penetration of HMOs and many do not provide tbe standard of health care quality 
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found in the VA. Elderly men who con no longer wilk are coming to us for joint 
i^lacemeats because tbeir health plan is rationing care and has decided it wiU not 
provide this expensive procedure. Many are coming to us for second opinions, and when 
they find that we ate able and willing to treat them diey want to stay with VA as a 
provider who is etwcemcd about improving, rather than rationing, their cate. 

As the population ages we ate receiving many padents are being pushed out of local 

private facilitiea as their insurance runs out 1 am sure all of you have received heart- 
rending requests fimn your constituefits asking for help in thw situations, attd I am sure 
that many tiroes the problem was solved by a referral ta the VA. i can’t tell you bow 1 
feel about the bundr^ of letters written to the facilities in my VISN thanking our staff 
for the loving care their fiither, mother, brother, or sister received at one of our ^ilities, 
especially during the last days of their lives. 

I would like to point out that the cost of care in my VISN is a great bargain for the 
American taxpayer. WetreatedoverldT.OOOveteranslastyearatacostofleasthan 
S3,600each. The cost ofthe average patient under Scniw Care, the name fc» the 
■Medicare HMD in our area, is over S6000 per patient Remember that most of the people 
who come to us have multiple body system diseases and comorbidities. and we furnish a 
much broader spectrum of care than Medicare provides. 

What is the proposed FY 2000 budget going to do to the system I spent my life wottdng 
for? I read whm Congressman Evans said that this budget is like a “house of cards” 
which may w<»k for a while but eventually will fall. 1 would go even further and say 
fiom the view of a VISN Director that administering this budget would be like trying to 
build dial “house of cards” in an Oklahoma tornado. 

We have squeezed almost every efficiency we can out of VISN 18. We have established 
standardized pharmaceutical formularies to make sure the dollars we spend are 
ai^nopriate and maximized, yet (his year we estimate an increase in dollars ^tent in this 
area to be S8.0 milliw. Staffing ratios in our mpatieni units are below what they should 
be. We have closed or reduced as many programs as we can under the current laws. We 
no longCT fumisb, for example, PTSD m Alcohol treatment on an inpatient basis. We 
have ccHisolidated procurement of materiel and supplies. We have reorgattized our 
organizational structuie at each facility and vriU be realigning Prosthetics and Information 
Resource Management services in FY 1999. There may still be some efficiencies out 
there, but I can assure you they are minimal. In no way can we come up with the 
aibitiBiy “efficiencies” requir^ by this budget 

Lo(A at it sensibly. If this budget were made operatioiiBl, all of the reductions required 
would be in personnel. We are a service industry and ^^jroximately 60% of our budget 
is in personnel. “Efficiencies” of a billion dollars would cost us about 20 employees per 
million dollars, 2000 per hundred millioa. and 20,000 per billion. It's simple arithmetic, 
and DO matter what you call it, the fsct is we would ba^ to have large Reductioas In 
Force (Rffi) and close munerous&cilities to live within this budget 20,000 employees 
would equate to the loss of 12 focilities the rize of the largest focility in VTSN 18. 
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I,ofcouise,doDO(lciiowwfaal VISN It’s share oftbe budget will be, but based on tbe 
cqiped VERA methodology my would be that this budget would mean a 

reduction somewhere in the neighborhood of 600 lull time employees. We would have to 
close at least one facility, close community based clinics, discontinue or greatly leduce 
both VA and crnitract nursiitg home care since they are not mandated programs, and of 
course reduce woildoad by <mly taking care ofthe higher categories of care. Allofthese 
are drastic steps backward in providing care to our veterans, answered the call when 
we needed them. 

Gentlemen, 1 would like to close with a plea to you to take care of our nation's veterans 
in their time of need. I am often amazed at bow destiny and coincidence converge to 
make a strong statemmt that seems to transcend our normal per ce ption of life's events. 

In one comer of the world American forces once again stand at the ready, prepared to 
enforce the mterrtational community’s saitctioos against Iraq and preclu^ their ability to 
rebuild an arsenal of mass destrxiction. While at the same time it is necessary that I stand 
before you with my hat in hand, pleading that ad e quat e resources be directed to 
preserving the health care structure to care for these veterans when they need iL 

[ appear before you today as a private citizen. It is rto longer of doily concern to my 
livelihood what the VA budget is. it is however, of daily concern to my heart and my 
conscience, as it should be for every American. Throughout this century, each time the 
freedom and security of our shores or that of our allies has been endangered. America's 
armed forces have risen to the challenge and served with courage and Iwnor. Those men 
and women didn't stop and ask for justificatioD or hold bearings, but immediately stepped 
into the line of battle and gave their all to assure our country's freedom. The very least 
that we owe them in return is the assurance that when they need our help, when need 
health care or social services, there will be ftcilities and staff ready and able to provide 
the best our nation has to offer. To do anything less brings dishonor to these United 
States of America. Thank you for this oppoitunity to testify before you today. 
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Selected WorUoed and Cost - 

VlSSlt 


FY 98 

•FY 99 Proiected 

% Increase 

Unique Patients 

167,766 

181,187 

8.0 

Ouqiatient Visits 

1,509,156 

1,630,000 

8.0 

Pharmacy 

58,609305 

66314,442 

13.1 

Prosthetics 

19.574388 

22386,001 

13.8 

Laboratory Cost 

7,759,127 


12.1 

Radiology 

7,003,412 

7,972328 

13.8 

’Projected FY 99 based on 1” quarter increase in uniques plus increased cost 


Figarc 1. 


Compvti«it ofFY99 VEKA Fuiidtitg with FT H - VISN It 
(D«Uan in TkoiatmJs) 


FY98 

VERA Model S S20.744 
EquipmcDt 18,518 

NRM 5,795 


FY99 5tCh«m>e 

539363 • 3J8 

20351 9.36 

7367 27.13 


Total 545,057 566,981 4.02 


*For FY 99 received S5,OOS million for Programs that bad been centralized in past years. 
When you consider this adjustment, the actual overall increase in opetating dollars was 
$13,614 million ($18,619 million • $5,005 million) or 2.61H net increase. 


Figure 2. 
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*FY¥t-VISNli 

(DoOan Im TkaMMtM^) 



FY99 

•FYOO 

HChMiae 

VERA Model 

S 539363 

553300 

2.6 

Equipment 

20351 

20300 

13 

NRM 

7367 

8,000 

8.6 

Total 

566,981 

582,000 

2.6 


'These figures are bx best guess as to t^tai die FY 00 fiindiag might be. 

PlgareS. 


Onivtui$oin^MCCiFY9»wiikFY99EstiitmU4-yiSN l» 
(DotUrsim 


FY98 

FY99 

FY 99 Estifflaled Collections 

Actual 

figiL 

BMed on FirrtSMftnth^ 

MCCR CoUecdons 821,744 

822,831 

822,000 


ngvc4. 
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Statement of Nick D. Bacon, Director of 
the Arkansas Depaitmcnt of Veterans 
before the 

House Veterans’ A^rs Subcommittee on 
Health, United States House of Representatives 
on 

The Administration’s Year 2000 Budget submitted 
to Congress on February 1, 1999. 


Mr. Chainoao, distinguished roembeis of the subctMiunittee, I appreciate the 
opp<xtunity to address the AdministratioD’s VA Healdi Care 2000 Budget. 

The veterans of this country ctmtinue to be slapped in the face and ignored by this 
Administration. At a time when we ask our military to give more and more with 
less and less, at a time when our leaders scratdi then beads and wonder why we 
cannot retain our soldiers and sailon, at a dme when costly well trained pilots exit 
^ter than we can train (hem, we ask what’s wrong as we cut deeper into the VA 
Health Care Budget. 

In my opinion, our servicemoi and wookd IocA ^ bow they are treated, look at how 
our veteran heroes are treated, compare it to the hundreds of freely offered benefits 
that confinue to get funded, and say, "Good by Uncle Sam, who needs you?” 

This Administration in short does not understand anything about the military or 
about our veterans and could care less. 

This proposed budget is not only unrealistic, it is totally unjust. The budget contains 
$18.1 billion for medical care. This requires third party medical collection of 749 
millim dollars • this is just smoke and mirrm. In fhct, the President's Budget calls 
for over one billion dollars in cuts. 

The Administration says diey are going to open 89 new outpatient clinics and treat 
54,000 more patients in FY 2000, additional $40 million to assist homeless veterans, 
$250 million to combat Hepatitis C (I am told by many VA Health professionals that 
this cost will be as hig^ as $600 millitm), and another $106 millioD to fund Long 
Tenn Care programs. Also included in the budget are 440 full time claims 
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positions, new cemeteries, VA constnictiMi (Hogiauis, a $50 milUon nurse education 
initiative {vogram and so much more. Where is the money? To quote an old 
coimnercia], “Where’s tiie Beef?”. 

Mandates without funding, that’s what we continue to see - open ervoUment, 
veterans scream, great! No funding. New clinics, great! No extra funding. RIF’s 
and hiring fieezing continue. Resources to supput the federally mandated national 
emergencies and our Armed Forces during a time of war is, I guess, totally 
forgotten. Expanding uniform benefits to itKiude maternity - not funded. This list 
goes on and on • (the VA is going to do this and this and fiiis - Looks good on their 
news releases, but “Where’s the Beef?”. 

If you very carefully read the small print on page 3>52 of volume 5, FY 2000 
budget, you will see increases and decreases of some areas. But most of all you will 
please note an FTE reductitm of 6,949, add back 699 for Hepatitis C, extended care 
and homeless, you have an enqrloyee reduction of 6,250. Of course that is the 
money that pays for tiiis great 2000 budget, rob Peter to pay Paul. 

By the way, who is going to pay the cost of living increases to the employees? 
What about the added cost of |m>stbetics7 The increase of drugs alone has risen 10 
percent while we have been on a strai^t line budget for three years. To fight the 
iiKrease of drug cost and inflatioo, VA went to the Natimial Formulary System of 
buying drugs. Limiting the types of medication available to VA doctors and no 
choice for the veteran. White the rest of the world enjoys tite new medical science 
I^iarmacy breakthrou^, our veterans can’t even get normal desired drugs. Is 
sometiung wrong with this picture? Hello out there! Mr. President, is anyone 
borne? We have wc^ed on Dr. Kyzer's 30'20>10 plan. We have stretched the 
rubber band as fer as it will go! We are treating 20 percent more veterans. 

As medical costs ctmtinue to increase bow can VA Medical Centers do what no 
other medical system can do. dial is cut cost by thirty percent? And for the 10 
percent collection from third party insurance; that is still as much a joke today as it 
was three years ago (a joke that is not very fiinny). 

The Dqtartment of Veterans Affairs has cut 20,000 phis jobs, cut more than half its 
hospital beds, cut most nursing home care, putting more and more burdens on the 
states and still dwy want to cut thousands of health care professionals. 


2 



74 


If it wm not for tbe wonderful health care Administiatm and professional staff of 
the VA healdi care system, we would have already been put out of business. They 
have overcome evoy obstacle put in froit of them and now diey need help badly. 

In conclusion, Mr. Oiainnan. the American veterans around this country salute you 
and the subconmuttee on your ongoing concern fm America’s veterans particularly 
those older WWn veterans who need help now more than ever. Please Sir, Let’s 
Not Bury Them While They Are Still living. 

Again, thank you for allowing me the oppmtunity to address the subcommittee on 
behalf of all veterans everyvrftere. 

GOD BLESS AMERICA! 


1 
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VEnRANS OF FOREIGN WARS 



STATEMENTS 

DENNIS M. CULUNAN. DIRECTOR 
NATIONAL LEGISLATIVE SERVICE 
VETERANS S FOREIGN WARS S THE UNTIED STATES 

BEFORE THE 

SUBCOMMITTEE ON HEALTH 
CCMkfMITTEE ON VETERANS AFFAIRS 
UNITED STATES HOUSE OF REfRESENTATTVES 

WITH RESPECT TO 

FY 2000 VA MEDICAL CARE BUDGET 


WASHINGTON. DC 


24 Februvy 1999 


MR CHAIRMAN AND MEMBERS S THE SUBCSfMTTTEE 


OnbehklfortheiMndid wonenoflke VdermtoTForeign Wm, 1 would like lo 
expieu our deep ippredetion for you invilins ui lo pvticipMe in thii moB imponvt 
heering. Securing Bifliciem funding for (he VA Medicil Cve lyMem hu now tikcn oe • 
note of Mch urgency thu if we foil in ihu rcgud, iu condnuiog exiMence u • viebie 
hethh cere provider for vtuma will be very much io doubt 

The AdminiiUtlion'i propoert budge) for (he Depertmcnl of Veteruif AfEure U 
deviHeting to our netion'i vctcnnt Thii ptopoeed budge) will Mtiouily undermine 
VA'e (bilky lo provide quality, timely, ec tee ei ble health care for veteran*. 


vrwia>K)UALeuiuiD(caiieiMmANOAVBnjE.iu.*wABONOTOHi>c laaeieTw 
AUA coot ecseeieae a PM Ba«t»e7u 
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Tte VFW bcoi duly -^rp**-"** of BcretMd widiag tnnai far veMraa to lee t 
ipccitky provider, aicti u u Onfaopcdc Docaor «r * DennMolo(i«. TUi ii h^pening 
counffy. 

MoR egregioui in the ipasifici, howew, ii the oo^yev ««d fix hip rtplieaiMDt 
aiifay in hCchi^o, ud die ono-yeir wail far danurea in Maine, and the one-year wait 
far a dennaiology appoimiett in Thcae are only a bw exanplea of a mgk 

enbon-wide epidemic. An cpideniic of ioacaaed waitint dmea and delaya in getting 
appoimnenB which, in iheae examfrica, can only he interpRUd aa a denial of care. And 
it WILL gel wnrae tiaa year and nan becauae of daa propoaed budget. 

For a fourth conaeoitive year, the health care appropriationa la flat lined at ju« 
ovtr SI7 billion. Thia p rovidee for abaohnaly no incnaie to cover new prograitia or 
inflation. Inflation alone will accouM for nearly $1 billion. The Admioiatruion'i budget 
la woTK than a flat line bu^el: it'a a "n^aiive ^owth* budget that threateza the health 
and well being of veterana. 

I would juai make mention that ihta propoaed budget alto doet not provide any 
real Inereaae in perionnel ae vital for imponant projeeta needed to cotTeci duality 
proUemt in the proceating of veieran’i claimt. 

Thia Ainding propoaal it an umealialic and unfair budget that will not meet the 
needa of America't veterana h ii unfair in that, in the pret en c e of the largeal budget 
urplua In recent hiatery, while oaha fedwal agencica will have doublodigit incretaet, 
veteran! are being naked to once again teerifice what n eatemiilly a negative growth 
budget - a budget that indeed threaiena the very eiiaience of the veterans health care 
ayiMffl 


The Veterana of Foreign Wars recently reached i milestone of ataiatii^ over 
10,000 iodividuala in an expanded outreach program. Our l-gOO-VFW-ltM HdpUac 
Fetter Program wai deaigned to reach out and to aiaiat more of our Nation's vetennt 
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TUi M in to (hc ten of <« vcumii. their depeadeBU tad auvivori, 

II till h ihi liTTt'iiiini inniiillj Ttirnii|ti tti nirinnit nriTirnrtr nf a^ini oCRoeti. 

The VFW He^ioe ww wHHithed in Sep t e ai bg 1997. Snee then k hu Madily 
frown. At the curron time, the Helpliae noeivee ow 250 ealli i went and reqtondt to 
them within 24 houn. The primtry puiT>oaa of Ihit pmgrwn it, <it«, to enia Che 
iodivMitl vtceran tad teeoad, to cdlect in&irTBMioe Co help ut utett the iiaptct of Che 
Ritay changet ctidng piece in VA hahh can tad beaefici ddiveoi- Theie chtnget 
include the iinpta eke Vecenn Equicabie Retoutoe AUocatiae tyaea (VERA) tad the 
budgecicy cotutninti mt]r hive on pemndiBg quiGty, Cuaaly, accettible health care and 
delivery of benefitt co veunm. 

The Biiin toerce of iiiibnntiion comet from our toll free Helpline. We 
"publtcue* the HelpliM number raomhly in car tTW Uagatmr, have placed public 
lervice tnnoutcemeiai in new^itpen lolMtiilly, tad have developed a ToMer' pragrun 
in coopermion with the VA. Thii unique opportunily hat allowed ut to build upon the 
ptrtncnhip becween tbe VFW and the VA in aerviag Aaieica’i veanna. Thanfca to the 
coopentioo of tbe VA. the VFW haa been allowed to place poaen in hi^y vitible and 
permanenc loctckmi ihroughouc VA health care &cilitiei 

The toll free aimber on theie poetoe lervea ai an additional contact perint lor 
vctecini to vmce qutaiona, coinpliinenti. iauei or co n c e ma Publicity haa been ctitical 
in inaeaaing twareneas of the H^ine The VFW’t Ttctica] Aaieianieni Ceram 
receivea the etUa thee are then taiigned to VFW Fidd Repreeemativei, ocher N«k>nal 
lUff, or Department Service OfRcen ta appropriate. The Tacckal Aateiamem Ceruer 
fflonitoca 57 VA heaUi care iaarea and 30 VA benefiu iiMiet. 

We have found that communicabona betwe en VA health care providen artd 
veteran patienta corneare to gel woiae. Veceraru complain that their providen do nol talk 
with them and providen tell ua that they no longer have enough lime to ipend with each 
veteran Providen am being made to tee more patienu per hour forcing them to curtail 
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or ovm dimiDMe muck needed peliaR eonaiketioa. Veuens tdl lu (hey tre d ii ut i i fied 
with thti type of imtment end they fal it het rauihed in i deceue iit quality. 

Providen mu* be allowed the dbentioa to epend u much time ai ii needed mth 
their pedenti. & it not aceept^e that a veunn learn a peovider'e ^ce without a claw 
undsau/^ing of the u e atu i em plan and not biowHg adeca the aot appoiiomm will bn 
We believe thii connectioo between ediee ia actually happciung and what the pmviden 
■ 1 ^ vetenni feel ii be* ia the raauh of an inadaquMe budg* (brdng managemem to 
make health care decuioni. Health care decuioM mu* be lefl to the health cara 
providen. Thia problem will g* worae aa (he effearveneai of ope r* i on al fiinda decnaae 
due to a flat line budget, infladoo. pay taiaca, and other unavailable incrceKa in health 
care. 


Aa the aging veteran population rapidly eontiiuaa to riae, veterana arc note and 
more likely to require nuniog home care. While thia need eorainuea to grow, the VA hu 
been cloaing mining home beda tivoughout the coucry « c rate that, in our opinion, 
appean indiaenminme. A reecnl Muvey of VA bdlitiea found th* more than 300 
nuraing home bedi have eloaed ia the Northea* alone end more thin I.OOO heda have 
been eloaed ntlionwide ia the It* two ycara h ia til too dear ihti cuire* budg* 
reatninta and the preimre to ahift from inpttieta to outpetient care ite the oilprila of 
theae eloainp. 

Calls received, however, indicau an incretnng demand for nurung home bedi 
diu are being ignored by the VA. A typical call begim, 'Xan you help me g* my 
hufoand into the VA nuniry home?' Or, The VA ia putting my fhther on of the 
mining home and there ia no where for him to go.' Or. The VA threatened w pul my 
grandfather out on the flont lawn of the hoipiui because they do not hive a bed for him 
in the nuraing heme*. Or. The VA ju* called end told me to oome pick up my 
husband* Or. *Wby can't I g* mj huaband who fought in WWD into the VA. I can't 
take care of him any more with hia Alzhetm* 'a.* 
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Utti] Cofl^CM aiiH AHawiiifrina idttflMttly MUfCn lOng^Cni OfC^ 

vcunni who nquire lurBBt haac ctre, Md thdr ftsiliet, will wwiim* to IM ignored. 
UDdl die VA comee out with ctar diteaioee oa ibe prsviiiea of luniiig home eve is 
VA&dlitiei. we willcoodiuelo Me cnpty imiag hotoe bedi. wdi ei in Eas Oreoge, 
NI. We erill ileo ceodieie to eee laanptt to tad fietiier reetrici imiiig booie 

cere, in VA Aeilitiet eed theee piwided ia the coauDunity, at we have teen ia 
PiDvidaaee, Rl VAMC, tad bdlity Directon will coetiiue to tMl ut thtt they *^011 ean'l 
tflbrd it anyiDOfe.*' 

Waiting dnet to receive c etu neet in qiecitby elioiet coatitaiet to get woiae. 
Callt from vetenni have iadiceted, &r iaataece. nore than a ooo-yctr delay to receive 
demurtt in Network 1, and otorn than a ai»yetr deby to receive orthopedic augeiy in 
Network 1 1. We have alto ten to in a e ate ia the nundwr of eaUt received about 
obliioing dmdy ^pointmenu ia clinict wch at Cardiology, Dvmilology, Podiatry, 
Ophthalmology, and a wiety of otiwr apecially dioiet. 

The implenmtation to prinaty can wia detigned to alleviate the overcrowded 
conditiona in the apecialty dinica Thit goal hu oot bees realized in ail caaea. Some 
fivilitiei. arch m Wed Loe Angelea, only have oae third of thdr vetetwu corolled in a 
primiry care dinic. The van minority of thdr vetmna are followed in apeciatty dinica. 
While the majoitly of vvenna bciag teen for follow up tppointtnentt in primary care 
dinica an aeen in a titndy manns, the lame caonoi be aaid for an mitiil appoiounenl for 
a pbytical exam In tone caeca vcMena are told they will have to wait months for their 
inititi phyaical. Wed Palm Beach, Saiifomy. and Caineaville, Florida dl have aix>inot«h 
wtitt for inhial phyiical ewna 

Phitmecy waiting timea teem to have worsened ow the pad year. Celia about 
one and two hour waitii^ timea to taedve madkationi ire commonplnc. Wailing bmet 
are increiaing becauac aaffhaa been reduced and the outpadetu wofklo^ haa iocreattd. 
With ruffing re duct iona due to take pbee in the ftiturc, tint probtem wilt tuiely get 
worse. 
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Then ii t multitude ot muoa* lAy thii tnasffannHiM imo primiry cue hu 
■lowed down, but they ik ill the remit of iiudequme liidgwiiig We m told thm 
fidlitiet hive no more ^mce fcr additionil clioia ind they lave no noocy to convert 
en^ty ispetien ^ae* imo dinic ueu Funhm, then ii teuMnee from phyticiuu in 
^Mciilty dinict to diieliirge veurau to prinury cmc. and they have little money to hire 
additional primary care providera or adtitional pnmary care pr o videra are net available 
for the tilary they are offiering 

The cloaiog of iapeUem beda ia alio occurring at a foacr rate than oulpatieni 
cliniea can keep up with. The oidpmiem worUoid haa inereaaed by approximaidy S 
million vieita over the laat three yean while the inpaiienl wotUoad haa decreaaed by 
approximately 125,000. 

In the Anal analyait, yean of inadequate Autding have led the VA Health Care 
$y«em to a deepenie paai Onbehilfofallofthianation'iveKnni in need, we pledge to 
work with you in eecufing the additional dolian the ayaum and vetcrana ao deapntdy 
require 

Once again, thank you for including the VFW in today’a mod imponam forum. 1 
will be happy to leipond to any quealieni you or memben of the ubcommitUc may 
have 


( 



Oennit M. Cultnan. Onckr 
Natiorwl LeglaMv* SviviM 
Vatorarw of Fotvign of the UniM SIMM 

Dennie CuB^tan ii ■ native of Bullalo, New York, and waa recentty 
promoted to the petition of DIreetor of the Nationai Legislative Service d the 
VFW Washington Offioe. 

Prior to being honorably discharged horn the U.S. Navy in 1970, Dennis 
served as an electronic technician aboard the USS Intrepid (CVS-1 1) and 
completed three louts of duty in Vietn am ese waters. After his discharge, Dennis 
studied abroad wHh two years at the Catholic University of Nijmegen, the 
Netherlands. He later compteted his undergraduate education at State 
University of New York in Buftslo where ha aiso received his M A degree in 
English 

After several years of teaching fre s hmen composition and creative writing, 
Dennis became a memberofthe VFW Washington Office staff in its Natkxtel 
Veterans Service dep a rtment He later advanced to poeitions ki (he VFWs 
National LegisJatrve Service department and became its Director in August 
1997. 

Dennis enjoys sn eclivs invotvement in crew as a member of the Occoquan 
Boat Club of Northern Virginie. He and hit family reside In Lakerkfge, Vhginia, 
where he is a member of VFW Post No. 7916. 


The Veterans of Foreign Wars is not in receipt 
of any Federal grant or contract. 
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STATEMENT OF 

JACQUELINE GARRICK, ACSW, CSW. CTS 
DEPUTY DIRECTOR FOR HEALTH CARE 
NATIONAL VETERANS AFFAIRS AND 
REHABILITATION COMMISSION 
THE AMERICAN LEGION 
BEFORE THE 

SUBCOMMITTEE ON HEALTH 
COMMITTEE ON VETERANS' AFFAIRS 
UNITED STATES HOUSE OF REPRESENTATIVES 
ON 

THE VETERANS HEALTH ADMINISTRATION BUDGET 
FISCAL YEMt 2000 

FEBRUARY 24.1099 


Mr Chairman artO MemMrs of the Contmitiee. The American Legion appreciates the 
of^wtunity to continue the discussion of the President's budget request for FY 2000 
concerning funding for the Veterans Health Administration (VHA) The American 
Legion submitted its testimony on the Department of Veterans Affairs FY 2000 Budget 
before the full Committee heanrtg on February 12. 1999 Today, this testimony will 
focus on VHA s precarious furiding situation artd potential solutions to existing and 
profeaed budgetary problems 

The Presidents FY 2000 proposal recommertds only SI 6 1 billion for VHA This 
budget request dramatically represents me adverse effea the Balanced Budget 
Agreement of 1997 is havirtg on VHAs ability to provide quality health care to this 
Nation's veterans The American Legion continues to witness ine negative impact on 
service delivery throughout all 22 Veterans Iniegraied Service Networks (VISNs) 
across me country 

Nationally mere is genuirte concern for VHA s ability to meet the growing health care 
demands m me immedieie future Network directors have spoken earnestly ebout their 
VISN s ability to provide care n FY 2000 end beyortd under the Curreni budget 
consiramis The Amencen Legion continues to hear ot the realistic possibility ot 
shonfaiis mat would force rtetwork directors to choose between quality of care or 
termination of programs or services 

Mr Chairman me A^irtistretion's FY 2000 budget request for the VHA could very well 
do fudher damage to an already fragile heaim care system The American Legion is 
extremely disappointed wim me degree of fiscal austerity imposed by (he 
Adrrunislraiion on VHA Elsewhere m me Adnumsiraiion s FY 2000 budget mere is 
sufficient evidence of e far more progressive fiscal policy toward certain non-veteran 
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federal programs However, the fiscal attention devoted to veteran’s health care is 
extremely regressive. 

The Administration continues to rely on unnamed management efficiencies and a full- 
time employee (FTE) reductions (nearly 7,000 positions) to meet the expanding 
budgetary needs of VHA The budget proposal also inaeases reliance on a currently 
inconsistent and uruehabie Medical Care Collections Fund (MCCF) to generate 
sufficient recoveries to offset discretionary appropriations 

Yet, VHA continues to recognize its need for increased expanded services 

• Treatment of hepatitis C patients. 

• Lorrg-term care, 

• Emergency services for veterans ervotled in VHA, 

• Treatment of &4,000 additiocwi veterans, 

• Opening of 69 new outpatient dimes, 

> New homelessness initiatives, 

• Medical care inflation, and 

• Pay raises 

The President $ recommendations would itot allow VHA to meet these obtectives tf 
VHA contirtues on this ‘crash course.' it will be forced to continue reductions m direct 
patient care The American Legion believes me FY 2000 budget proposal for VHA 
represents a serious breach of faim with America s veterans In an era of budgetary 
surpluses (m me billions of dollars), where are tne additional resources and long-range 
plans to permanently strengthen VHA^ tn recent years. Congress turned to elimination 
of certain veterans benefits in an effon to reduce me federal deficit Now mat mere is 
a balanced budget, who is even considering restonrtg those benefits’’ Congress can 
do better m FY 2000 than the Admmisiration proposes Appropriate funding support for 
VHA programs and services must be provided A long-term strategy must also be 
developed to safeguard me veterans health care system a true national resource that 
benefits an Americans 

Mr Chairman to acguire a realistic p^ture of me current conditions within VHA. listen 
to me staff who aauaiiy provide dirco care and serveas to veterans There is an 
immense disconnect between me views of admimsiraiors and direct care providars 
when mey dcsaibe me state of VHA R >s Me speMmg to two totally distinct health 
care systems ramer man one Tn# Amencan Legion encourages me distir>guished 
members of uvs Subeomminee to mteraa wim me staffs of local VHA facilities to team 
about the every day wodung conditions Ask me rtursmg staff and lechniDans about 
the demands and strtsses piaca on mem m order to deliver quality haaith care to 
veterans If it were not lor me ded«aied and compassionate employees at VA laaliiies. 
veterans would already be suflarmg greatly because of tne constraints of me budget 
Although VHA employees are the fmai gatekeepers for patient safety and quality care. 
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they should never have to startd atone in this mission Every American should demand 
excellent health care in VHA 

The American Legion is not saying that conditions within VHA are beyond repair 
When conditions indicate that problems are building. Congress must try to make 
corrections sooner, not later Not dealing with VHA's budgetary problems head-on can 
result in too many unintended and regrettable consequences that ultimately makes the 
problems harder to resolve We must be proactive rather than reactive to the health 
care needs of America's veterans artd their families 

Mr Chairman, four years ago VHA look a hard look at changes that needed to be made 
throughout the system Thai review resulted m the reorganization into VISNs. 
enhanced efficiencies, eligibility reform, the impiemenialion of the Veterans Equitable 
Resource Allocation (VERA) model, greater sharing aulhonty. improved access to 
primary care, retention of MCCT reimbursements and other reforms VHA is currently 
in the last phase of its reform efforts, yet the budgetary dilemma is still not resolved In 
spite of all the recently required reforms. VHA continues to fall behirtd m essential 
funding Congress must examir>e other measures lo strengthen VHA programs and 
services, but more imponantiy, ii must address and resolve us budgetary dilemma 

The focus of the funding problem has been on VERA as demonstrated by the actions 
of several stakeholder groups Receniiy Members of Cortgress and the Governors of 
several northeastern states sent a letter to President Clmion describing untenable 
conditions ai ineir respective VHA faculties The leuer asked President Clinton to 
Support inaeased furtdmg for trie nortneasiem facilities Ooviousiy. ihis was a 
response lo the adverse budgetary impact ol VERA m that region ot me country 
However as we review the conditions of me entire VHA. mere are many parallels 
ihroughoui me Nation Evan mose ViSNs mai receive increased furtdirig urtder VERA 
must continue lo reduce staff size arta ereaie ome* efficiericies to adjust to the effects 
of increased costs While VERA is a use>u' management tool u can only dislnbuie the 
limiied budget that Congress provioes 

There are many examples of reduced programs and services throughout VHA The net 
effect IS mat me system cannot adfusi and respond to aii engen&es while operating 
urtder me sirict Balanced Budget Act funding caps 

The 4mehcart Legion proposes an tnerw*t9 in discrefionery eppropriafions of 
t1.4 billion for VHA in fY MOO. This amount will ra>se VHA fundirtg lo S19 S billion 
(includir>g MCCP reimbursemerusi 10 provide erpanoed CJirecai iniiialives provide for 
medical irtfiaiion and ampioyee cosi-ci iivirig increases arx) provide needed care lor 
aging veterans To do anytnmg less is unconsc«r\aDie 

Mr Chairman there is • long history to VHAs current budget predicament After 
several consecutive Si billion increases m medical care funding m me early I990s. me 
Balanced Budget Act of 1997 nas essentially eradicated earlier budgetary gams tn 
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conslant dollars, VHA fta>ding is no better off today than ten years ago Awareness 
exists that the current and proposed FY 2000 VHA budgets are seriously over- 
extended. Whal IS swiously lacking are constructive recomnrendations that 
concentrate on workable solutions rather than rehashing the problems The American 
Legion sees a long-term solution within the Gl Bill of Health 

THg Gl BILL OP HEALTH 

The Amencan health care industry is much different today than at the end of World 
War II Nevertheless, issues of primary importance to The American Legion regarding 
VA medical care are not much different 

The most significant issues of concern to The American Legion regardirig the current 
and future VA neaitn care system include 

• Furtding, 

• Quality of care, 

• Access to care, and 

• Special care programs 

Mr Chairman, in the early 1980s serious luryiing constraints began to negatively affect 
the delivery of VA care In 1966. Congress instituted a means test and ihird-pany 
reimbursement program to help stem me tide of funding shortfalls Al (he beginning of 
me 1990s. eligibility restrictions impeded me delivery of cost-effective Quality care, 
archaic management structures slowed system progress and furvding constraints 
became more acute, m spite of several St tMiiion increases to me VHA's budget under 
former Secretary Jesse Brown 

Despite an urgent need to address many miemai issues most efforts to reform and 
modemija VHA were put on hold m early 1993 wner' trte Cimion Administration 
launched ns efforts to reform me nation s heaim care system The Administration's 
'Health Security Act' proposed sweeping changes rwi only for private health care, but 
also for government health care VHAs r>eed to modernize would have greaiiy 
benefited ur>oer me 'Heaiin Care Seoxiiy Act ’ An of me major veterans service 
organizations provided the Administration wiin constructive input dunrig the preparation 
ot tne heaim care proposal Annough me 'Heaffh Care Security Act' did not become 
law. It became me vehicle lor me many changes mat nave occurred m managed care 
Since mat time 

After the 'Hea'm Care Security Act' collapsed in 1994 The American Legion developed 
ns own legislative proposal for me revitalization of me VHA Many of the 
recommer^daiions of the 'Health Care Security Act* were considered and mduded m 
the proposal Trus effort cufmmated m me Cf Biff of Heefr/i 
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Tt\t ei BUI of HMith is a bfueprint for preparing VHA to meet me health care needs of 
America's veterans and their eligible depertdents in me 21st Century Under the 
proposal: 

• all veterans and their dependents would have access to the VA health care 
system; 

• all priority veterans would receive health care treatment at no cost. 

• all other veterans and dependents would pay for care, 

• retains, expands access, and strongmens VA specialized treatment programs. 

• VA would offer defined tiealih benefit packages on a premium basis to all eligible 
veterans and dependents, 

• VA would bill, collect, and retain all appropriate mird-party reimbursements, co* 
payments, deductibles, and premurns - where applicable. 

• VA would create a health plan network consisting of public arid private providers. 

• VA would open access to more neaim care faclilies wiihm local communities 
through sharing agraaments and contracts with public health care providers 

The American Legion predicts me G/ Bill of Hatlih will follow a similar course as 
health care reform has followed m the private sector In the years since me 'Health 
Cara Security Act' failed, mere mental reform continues lo aeep into the heaim care 
industry VHA has also experienced incremental changes, such as the Veterans 
Eligibility Reform Act of 1996 and new auihonties gamed under Ihe Balanced Budget 
Agreement of 1997 

Inherent m mesa reforms are several hey components of the Gf Bill of Hotith Cenem 
proposals m the Gl Bill of Heeff/i have already been impiemenied The G/ Bill of 
H—llh components already enacted 

• the streamlining of aligibility 

• capitation (VERA). 

• enrollment 

• extension of care to atl vaierans (priority groups 1 through 7) 

• raianiionofthird-pertyraimbursemant 

• contracting outpaliant sarvices mio me iocei eommumiy 
« greaiar cooperation wrih 000 and 

• a defined benefits package pien lor ervonees 

As • result of these acnoos mere ere only rwo key components of the Gl Bill of Hoalth 
met siin need to be enacted 

< for VHA to gem me authority to treat veterans dependents and 

• the oeaiion of a premium based plan 

The enactment of me Gf Bill of Neaftfi would direct VA to offer cenam veterans on a 
premium basis a 'standardized' core benefit package at least equivaieni to me 
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enrollment benefit pecRage offered to higher pnonty veterans. This health benefit 
package would be offered to those veterans vrfw choose to enroll In a VA preferred 
provider health plan The package could also be offered to eligible dependents on a 
premium basis Beyond the core package, VA or pnvate insurance companies could 
offer additional benefits, each with its own configuration of co-payments and 
deductibles Premium-supported packages would offer an additional range of benefits 
to eligible veterans and provide VHA with a means to pay for that care 

The Gf BUI of Heeffft recognizes that there is only so much that can be accomplished 
to strengthen and preserve VA health care through an exclusive reliance on federal 
appropriations Simply meeting medical care inflation, pharmaceutical cost maeases 
and employee cosi-of-living increases on a yearly basis requires upwards of $800 
million m new budget authority. Add to that the cost of new medical initiatives and 
other unanticipated expenses, and year-to-year cost increases are not sustainable 

In the short-term, additional discretionary appropriations will help support VHA’s 
funding challenges Over the long-term, the Gf BUI of Health is VHA's best hope for 
meeting its funding requirements 

The Gf BUI of Health proposes to integrate VA heatin care with the Nation s private 
medical providers and provide access to greater numbers of veterans, and certain 
dependents, using private health insurance The Gf Bill of Health also supports VHA's 
efforts to enact system wide Medicare subvention These concepts are certainly worth 
the time and effort for the Subcommittee and the full Committee to explore 

G f BILL OP HBALTH T£ST PILOT 

Mr Chairman The American Legion followed up on yOur recommendation m the lOSth 
Congress and now proposes that the next component of the Gf Bill of Health that 
sriould be considered is expanding access to VHA services to veterans' dependents 
under the CHAMPVA provisions of Title 36 USC t7i3 

The cry of the VA has long been the quotation from Apraham Lincoln, ' To care for turn 
who shall have borne ine battle, and tor fus w<dow and fus orphan * We say that, but 
when those soouses and crvidren are sick we leave them out on the street The 
deplorable way the families ot sick Cuff War veterans were treated only serves to 
exemplify this point When these family members initially sought help from the VA lor 
health care because of the hazards of war they were turned away As a Nation, we 
provide health care for military families whii* the service memoer is on active duly or 
upon retirement The Veterans Benefits Aonwrusiraiion (VBA) provides some benefits 
to family members, but VHA turns a blmd eye to tne health care needs of a veteran's 
family We leave veterans, who choose to use VA with htiie means of providing 
access to quality health care lor their lamiy memoers We disoimmate agamsi 
veterans who are mamed ano may have children 
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The Depaciment of Health and Human Services and Congress realizes that the 
Nation's children are too precious to leave uninsured Working together they crested 
the Children's Health Insurance Program (CHIP) The Gl Bill of Hea/f/i would allow VA 
to provide services under this program for children of veterans 

Many female veterans believe that If there were more women treated at VA. then health 
care delivery for them would improve as well. It only makes sense that programs that 
benefit female veterans would improve, if more women had access to VA for 
instance, VA would have a greats irtcer^tive to irtcrease marrunography ana OB/GYN 
services 

We also know that women would use the VA. not jusi because they have told The 
American Legion, but because they have also told VA In a study conducted by the VA 
in San Francisco, CA. researchars fourid dut ‘63H of spouses reported that they would 
choose to receive their medical care at VA rf allowed to do so ' This research group 
concluded. 'Spouses of male velerans represented a sizable group lhai could be 
incorporaled into the VA system, especially given their strong desire to do so ‘ These 
are also the partners VA depends on lo care lor velerans at home II is in the vested 
interest of VA to ensure Ihese caregivers are healthy and well supponed. if VA intends 
lo shift Its focal point of care to outpatient and keep disabled veterans home as long as 
possible Females also tend to be yourtger and healthier than iheir male counterparts, 
and are usually the health care decision-maktrs in a family This is a cohort that VA 
needs to capture, rf it is to survive 

Currently, in it>e private sector, managed care succeeds because Ihe organizations 
avoid adverse selection by meintainir\g a younger rieaiinier enroNee pool that Offsets 
the costs for me more medically needy paiiems Managed care organizations profit as 
their risk pools grow In VA. this profit could be reinvested back into the r>ealth care 
delivery system sirice mere is no expensive CEO or stockholders to pay VA r>eeds this 
influx of 'healthy dollars' to MKrease its buying power Providing care to veterans' 
oependents is not only an etivca' mailer it it a fiiwiciai rtecetsiiy 

Or Kerwieth Kizer Under Secretary lor Heann supports the rtoiion that rf makes sense 
for VHA to treat velerans dwerxtenis He goes on lo support this key provision by 
Staling 'Trtere is no reason why mat same physiaan couioni treat the wife and 
husband as weti From the admirtisirative side «« nave by end large, me capacity lo 
do mat rf we couid reiam me fimdi mat would come with mat wh«tner it was Medicare 
or private insurarKe or whatever Tnose a’e margirui costs We already are 
supporting me infrastructure so m some cases rf rf meant adding on additional 
pnysioans or oiher providers ihai couid be done reiaiiveiy cheaply ’ 

The American Legion recommends mat a criterion be developed for selectirtg the best 
possible rteiworks tnai could support mis mrfiative Several key issues to consider are 
geogrepn< distribution of faoirfies si^enoider support and Critical Success Factors 
(Coopers and Lybrand. 1998) These factors are Leadership. Organization Structure. 
Accountability Human Resource Management, and Techrtoiogy 
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UeOICARE SUBVENTION 

The American Legion supports Medicare subvention for the treatment of nonservice* 
connected conditions of Medicare-eligibte veterarw withki the VA health care system. 
Medicare-eJigibla veterans should be eWe to select VA as their pnmary health care 
provider under Medicare-rOtoice. Medicare-eligible veterans being treated for non 
service-connected conditions are currenily billed by VA. VA carmol bill Medicare 
Therefore, VA subsidizes Medicare A veteran is firtartaally penalized for going to VA 
father than a private health care provider for the treatment of non service-connected 
conditions. VA can provide quality health care to Medicare-eligible veterans ai a 
reduced rate, because of its nfrastructure. economy of scale, and purchasing power 

St/MMAffy 

It IS painfully obvious to The American Legion that the Balanced Budget Act of 1997 is 
creating damaging effects throughout VHA For the past two years, funding has been 
frozen at the FY 1997 levet. Apart from insubstantial third-party reimbursements. 
Congress has not provided adequaie furrding for the medical programs and services of 
the Department 

Funding for VA medical care is dangerously low. and VHA has not been able to meet 
Its inird-pany leimbursemeni protections since ertaciment of the Balanced Budget Act 
For FY 2000, the Adminislraiion once again presents unraalisiie third-party 
reimbursement protections The results of insufficient furiding over Ihe past several 
yaars will have its greaiesl irrpacl during FY 2000 The. Administration proposes to 
reduce full-time employment by rtearly 7.000 positions m order to adjust to insufficient 
(undirtg If this happens. VHA facrfilies will be cutting into Ihe bone, as there is rw fat 
left to trim Networks that lose FTE will be forced to close programs in order to protect 
patient safely Veterans will have rtowhere to go 

Many frillies hava already dosed programs without prior approval of Central Office 
Other^' ere planning to close mpaiient servcas dua to a low cansus In many cases, a 
low e^ius IS rxM a reflection of patient demand but rather administrative actions 
Instead of seekirtg to bnrtg n new busir^ss as would be accomplished irvough the Gf 
Bill of NeefrA VA is making many irravtrsibte decisions to downsize programs artd 
services to save dollars 

For FY 2000. trte Admimairalion proposes St7 3 billion m budget authority for medical 
care This level is urtchanged from current year services tn order to compensate for 
cost-ot-iivmg increases medical inflation new activations tra other cimicel 
requirements the Administration protects FY 2000 MCCF recoveries of approximately 
$750 million This is a projected mcrease of S124 million above FY 1999 

For FY 1996. MCCF recoveries lotaied $560 million, with a cost obligation of $102 
million Under the best of orcumsiances it is higniy doubtful that MCCF collections will 
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net $750 million during FY 2000 Without a direct increase in federal discretionary 
appropriations for VHA programs and services in FY 2000, VHA will be forced to 
accelerate the recerit downsizing and consolidation trends 

The American Legion admowledges that over the past few years it was important to 
improve VHA’s Internal efficiencies rather than pump more dollars into an old system 
However, there is rw further room to improve internal efficiencies without damaging the 
core programs It even appears that Members of Congress who are responsible for 
VHA Oversight have come to the same cortclusion It is time to devetop a premium 
support system to supplement taxpayer dollars to strengthen and maintain VHA 

Cortgress can no longer merely react to VHA's funding problems During the hearings 
ort eligibility reform a few years ago. The American Legion testified mat the system 
would collapse upon itself if the funding mechar\ism$ were not relormed ator^ with 
eligibility That is exactly what is occurring loday 

The American Legion once again recommends that Congress closely examine the G/ 
Bill of Heaftfi, af\d commit to pilot testing the proposal A limned Gl Bill of Hoolth 
demonstration program can easily Oe icicorporated imo a Medicare subvention pilot 
program 

At a minimum Congress must develop aiterr\aiive approaches to erasure that veterans 
and service members have access to VA medical care paid for by either tederal 
appropriations or through other reverH>e sources Veterans deserve more than they 
are currently getting These steps need to be taken in order (or this Congress and the 
current Administration to protect the health care rigms of this Nation s veterans 

Mr Chairman that completes this siaiemeni 
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Jacqueline Garrick. ACSW, CSW, CTS 
Deputy Director, Health Care 
National Veterans Affairs and Rehabilitation Commission 
The American Legion 

Jacqueline Garrick received her BSW and MSW from Temple 
University in Philadelphia. PA. Upon completion of her master's, she 
returned to her native New York to become the Program Director for 
the Vietnam Veterans Resource Center. During her tenure. Ms. 
Garnck provided individual, group, and family therapy to Vietnam 
veterans and their dependents. In addition, she ran a program for 
incarcerated veterans, and began to present on Post Traumatic Stress 
Disorder (PTSD) for a variety of conferences, universities, and other 
professional meetings. Since then, she has presented on PTSD 
throughout the United States, Great Britain, Israel, and the 
Netherlands Ms. Garrick became a consulted for Vietnam Seminars 
and Consulting in 1991. and developed a program for former. Soviet 
Union military members who served in Afghanistan. As part of her 
consulting responsibilities, she created a self-help guide for these 
Russian veterans, and traveled extensively throughout the former 
Soviet Union to teach the techniques in the guide and educated the 
veterans about PTSD When Ms Garrick left her position in NY, she 
accepted a commission as a United Slates Army captain, and served 
as a soaal work officer at Walter Reed Army Medical Center During 
that time, she provided counseling to soldiers who had served during 
the Gulf War. Somalia, and Haiti In addition, she covered mpalient 
psychiatry, neurology, and iCU wards, and counseled soldiers, 
retirees, and their families on a mynad of issues ranging from end of 
life to domestic violence Currently. Ms Gamck is the Deputy Oirecto' 
for Health care at The American legion She is primarily respons-bie 
for developing and impiemenimg The American legion's positions •’ 
veterans health care issues 
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STATEMENTOF 

RICHARD A. WANNEMACHER. JR. 
ASSOCIATE NATIOSALLEGISUnVE DIRECTOR 
OF THE 

DISABLED AMERICAN VETERANS 
BEFORE WE 

SUBCOMRHTTEE ON HEALTH 
COMMITTEE ON VETERANS ' AFFAIRS 
UNITED STA TES HOUSE OF REPRESENTA TIVES 
FEBRUARy24. 1999 


MR. CHAIRMAN AND MEMBERS OF THE SUBCOMMITTEE: 


I am pleased to a^ew before you to present the views of the more than one million 
members of the Disabled American Veterans (DA V) and its Women's Auxiliary «i the 
Administration’s fiscal year (FY)2<XXI health care budget for the Department of Veterans 
Affairs (VA). 

For well over a decade. VA has been faced with the dilemma of ever-increasing demand 
for medical care and perennially inadequate. decrementaJ budgets. This year is no different. 

The DAV is one of four national veterans service organizations that called on the VA to 
release its plans to lurlough employees, severely curtail or eliminate medical services and a list 
identifying VA medical centers that could be unnecessarily closed under the Administration's 
flat-lined fiscal year 2000 budget proposal. The nation's veterars should be allowed to know 
what services will be curtailed or eliminated and if their local VA medical center is going to be 
shut down under this restrictive budget. The current budget proposal is more than S3 billion less 
than IS needed to adequately serve the health needs of America's skk and disabled veterans. 

That IS I S% less than what's needed to keep up with the demand for care and the equivalent of 
shutting down 26 VA medical centers. 

In a memorandum to Veterans ARain Secretary Togo D. West, Jr.. VA Under Secretary 
for Health Dr. Kenneth W. Kizer said the VA faces The very real prospect of... mandatory 
employee furloughs, severe curtailment of services or eliminaiitm of programs, and possible 
unnecessary facility closures." Where is the list of possible bciliiy closures? Veterans and the 
ciiizens served by those VA medical centers have a right to know that their lives are going to be 
severely affected by such closings. 

Because of various statutory and administrative barriers, veterans are denied 
adequate health care implicitly promised in connection with their military service. 

The VA health delivery system must erKOmpass, as a minimum: 

• The assurance that health care quality is maintained and protected within the VA 
health care system: 
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• Enthtemeni to guanmeed access to a full coeonuum of cue frnn preventive through 
hospice; 

• GuuBMeed funding through idequste ap prop riati ons; 

• Fair and equitable distribution of resources in treating tite greatest number of veterans 
having priority to VA beahh csk; 

• Provision of clinically necessary medkations. wiqMies, prosthetic devices and other 
over*the-e«unier supplies; 

• PreservationofVA'smissiontndrolessaproviderofspeeialservicesinareassuch 
IS blindness, amputation, aging, mental beahh, and long-term care; 

• Maintain the integrity of an independeni health care delivoy system as representing 
the primaiy reqMnsible entity for die delivesy of beahh care services to entitled 
veterans; 


• Maintain an adequate workforce ofhighly skilled and trained health cate providers 
who ire adequately co mp i wia a tod ; 

■ Maintain a strong vetcnn-fbeuaed reaearch program; and 

• Third party reimbursements which includes Medicare Subvention that supplements 
and does not supplant cu^easional ag^ropriatiena. 

For three eonaecutive yevs, the Adminimticn has proposed that the VA's appropriation 
for health eare delivery be flailined. Along with Ihia flailing proposal were estimates as to the 
imouni of additional revenues that could be obtained from private insuranee companies for the 
cate of nonaervice-conneeted medkal eonditiom. 

Thankfully, the full Committee, tatder the leadership of Chaimian Stun^, and this 
subcommittee, under your able leadenhip, nw through the rhetoric and last year provided 
$278.02S million above the Administratian's fitcal year 1999 proposal. 

This year, the Adminisiiation's proposed budget for VHA totals SIS. I billion; however, 
this is not the real number either . The actual appropriated dollu amount VHA will receive is 
S 1 7.306 billion, the wne level as ap propr i ated last year. 

The negligible incieaae is composed of atnicipaied collections from private (third-party) 
payers of $749 million (an incteaae of $124 million) over the amount VA is expected to collect 
this year. 

We a very concerned about VA’s ability to meet this goal, since the VA has never met its 
targets for third-pmiycoUectiona. The April 21, 1998, Coopen ALybnnd i^oR indicated that: 
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*'ln Fiscal Year 1996. VHA sought recovery of about SI. 6 billion of its costs but only 
recovered 35 percent of the billed amount, or S563 million. Not only was this a low dollar 
amount, it also rejvesenied a decrease of more that 5 percent under the previous year's 
collections."' The report goes on to note that in FY 1997 the MCCR recoveries were SS24 
million and in FY I9M to S598 million. In compaiii^ collecticns per VA medical center 
budget, it costs VHA S0.34 to collect SI . 

Ihis year's target of S62S million is unrealistic. Under the current rate of collections. 

VA IS not lilrely to achieve this year's level, nor will it achieve the targeted level of S749 million 
for FY 2000. Under the best case scenario, tbu is a collection level based on the successful ratio 
of 1996. VA would be S1S9 million short of hs goal for FY 2000. 

The petpetual volatility in the health care marketplace has made it more and more 
difficult for VA to make its collection quota. It is relatively easy to bill an insurer, but as VA's 
own numbers show, it is more difficult to collect. This is because a number of factors come into 
play. Currently. 85% of all insured Americans are under some form of managed care, and few 
insurers recognize VA as a network provider eligible for reimbursement. Additionally, the shift 
from inpatiem to outpatient care continues to make ct^lections more difficulL Because of the 
lower reimbursement rtte for outpstient visits, VA must collect ihird-psity reimbursement on 
approximately 20 outpatient bills to produce recoveries equivalent to one inpatient bill. 

VA's billing system also exacerbates the collection problem. Alihou^ VA is working to 
change its antiquated billing system, many insurers virill continue to deny claims if the claims are 
not based on actual charges. 'YA. however, continues to bill according to average costs. 

Ii is important to note that foe Treasury no longer guanniees to offoei VA collection 
shortages. lfihemoneyisnoieollected,paiientscanno(beireaied. VAisrelyingoncollection 
10 support Its new workload, an expected increase of 54,000 patients in FY 2000. The question 
that must be asked is where is VA gomg to get foe money to treat these new veterans when it is 
already hard pressed to lakecareof its current workload. 

To generate savings and to be able to afford to take care of its patient wwkload. VA 
plans to reduce its staffing level by 7,830 employees. This reduction in staff alto results in ■ 
reduction in the critical staff to patient ratio. As VA expands its outpatient services, the 
proposed budget calls for 89 more outpatient clinics to open, leaving only foe sickest and most 
labor-intensive patients in VA beds. 'Hiis is particularly troubling to foe DAV because studies 
have shown a diieci correlation between quality of care and patient staffing levels. It is the 
vigilance of professional nursing staff foal prevents complications. 

Quality is achieved when health care providers are given foe freedom and resources to 
practice the most effective and soentifically proven medicine available. It should also be based 
on agreement about standards of care and the reduction of variations in practice. An integral part 
of health care requires foe creation of a system foal is pattern focused coupled with procedures 
that ensure timely access to appropr i ate care. 


Coopers A Lybnnd LL.P.. ^4 UCCK Nauenol Study Con diimmtm and Best Procacts l-I (Apr. 21, 1998) 


3 



96 


DAV U currently coiuluctuig «n independent survey of VA medical fiKilities. We have 
a^ed our 1 89 hospital service coordinators (HSC’s) stabotted dirough out the itabm to provide 
us with a monthly assessment of appointment sdteditling times, scheduled ap poiu m iett t waiting 
times, and stafling ratios. 

Our informal survey found that in December 1998. (he average wait to see a physician at 
VA medical cemer was nearly 38 minutes. By January 1999. the average wait had increased to 
42 minutes. The DA Vs Dec^ber stavey comairted the respottses &mn DAV Hospital Service 
Coordinators (HSC'S) at S6 VA medical centers, while the January survey figures averaged the 
responses frnn 127 VA medical centers. 

It to^ an average of 28 minutes for a veteran to see a physician's assistant in December, 
but waiting time grew to longer than 3 1 minutes in January. The wait for a nurse jxactiiioiier, 
however, fell from an average of almost 33 mimoes in December to just over 32 minutes in 
January. Veterans seeing ■ nurse v»ned more than 20 minutes in December and an average of 
2 minrnes longer in January. The wail to have a preacripcion filled by a VA pharmacist increased 
by 4 minutes irom 3 1 minutes in December to 33 minutes in January. 

The survey indicates that the VA’s heahb care system is suffering from the long-term 
effects of ecotwmic as^yxiation. The survey shows veterans are having to wah longer to see a 
VA health care proiessio^ for services, some must wait for months for a specialty clinic 
appointment. 

The delays experienced by veterans are just one indication of how stagnant funding and 
an increased demand for services are stressing the VA health care system. As indicated, the 
survey was begun in December, well before the President released his fiscal year 2000 budget 
for the Department of Veterans AfCairs. 

The budget for VA health care funding, whidi has remained fiat-lined and unable to keep 
up with inflation for years, will now require that 7,830 current VHA employees will be 
terminated from employment to pay for new health cate prapoaals contained in the FY 2000 
budget such as expand^ testing and treatment for Hepatitis C, expanded long-term care 
prognms, improvements in programs for homeless veterans, hmJ medicsl emergency care 
services. 

On February 1 1, (be foil corruninee heard from members of the Independent Budget 
regarding all ejects of foe budget, wifo foe Paralysed Veterans of America Executive Director 
Gordon Mansfield presenting the medical progr am s analysis. In Mr. Mansfield's testimony, he 
noted that staffing reductions will negatively impact all areas of health care administrative and 
clinical positions. 

Currently, veterans i^on waiting months to see a specialist — a foci emphasized by a 
member of foe Veterans Affitirs Committee during the Febniety II hearing. The budget 
inadequacies will also cause foe rationing of prosthetics and durable goods in tader to keep pace 
with these inadequate funding levels. Current VHA proefoetic's policy, based oi budget 
constraints, requires that a VHA p r e ferred vendor must provide aervices at a rate less than what 
Medicare pays for foe same service or product. 
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Our quesiKHi is: Since when does Medicare set the standard for VA services? And since 
when do the clinical needs of vetetans &I1 below those of other segments of our society, 
especially when providing quality health care to combat disabled veterans? 

The DAV was recently contacted by a lOOK service connected ctnnbat disabled veteran 
attempted to use the prosthetics services of a vendor referred to him because this vendor 
(H'ovided quality products and services. However, this combat disabled amputee was told by the 
VA that the vendor he ^ose was required to obtain the appliance and provide the services at a 
cost of l4*/o to 16% less than what Medicare paid. 

Mr. Chairman, the ctmtinttaiion a flatlined and inadequate budgets is already negatively 
impacting this Nation's sick and disabled veterans. It is clear that the cost of service is more 
important chan providing quality assured health care. 

Another example of how cost is negatively impacting the delivery of health care is in 
menial health services. It is our belief that VERA distorts the clinical strategic planning process 
for “high cost patients." VERA reimburses facilities at a rate of approximately $3S,000 per year 
per special category veteran (spinal cord injury; seriously menul illness: ampuution and blind 
rehabilitation). For the seriousty mentally ill (SMI) veteran who is in a long-term care bed. 
which costs SIOO.OOO or more annually, the fwility administnion view the maintenance of these 
beds as an intrinsically losing proposiiKMi. It is not possible to turn over the beds 3 times a year 
(VERA break even point) for those veterans who truly need long-term care. Therefore, there is a 
very strong incentive to close such beds. There are many patients in diose beds who really 
should be in the uHiununity, and this is certainly true through out the United States. 

Clinicians may (or may n«) be making all appropriate efforts to develop community 
support programs for these veterans, but the decisions about (he very existence of long-term 
psychiatric beds are being made by administntors who are driven by the strong fiscal 
considerations inherent in a capitation model. 

There are no known bed sizing methodologies for long-term SMI needs, so it becomes 
impossible to poini to objeaive evidence that there arc too few beds. We believe, clinical 
assessment of such needs has become secondary to fiscal assessment and that VERA has resulted 
in a rapid deinsiitutionalization of SMI veterans. There has been no systematic effort to assess if 
this IS done well or poorly. It may well vary from place to place. It is to be hoped that we are 
not contributing to the well-known trans-insiituiionalizatiMi &«n ho^ital to jails that some of 
the more poorly done sute efforts have created (especially California, where the LA county jail 
is now the largest institution for individuals with schizo^irenia in the country). Or to 
homelessness. Properly done, deinsthutMuliaiion can, in cettatn cases, dramatically inrqirove 
veterans lives, but it requires understanding, timely planning, and reinvestment of a signifieani 
proponion of inpatient resources into community support efforis. VHA has no idea what the 
current and near future impact really is. There is no ongoing assessment of reinvestment, and 
efforts to examine this have been resisted as promoting ‘special interests ' VERA may force 
funding changes to occur futer than clinical changes can reasonably occur. This is particularly 
evident in the Northeast, which is being hit the hardest in the country, due to its distribution of 
long-term medical, nursing home and psychiatric beds. Even with clinical leadership committed 
to thoughtful and speedy return of mstinnionalized veterans to community settings, it still takes a 
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significant period of time to do this safely. There is no, repeat, no ippaieiit process in place to 
assess what the clinical impact is likely to be of staff reduoions occurring before beds are 
actually closed. It is dangerous to push dre system to change by decreasing the staffing first 

We fully support the additicmal SI0S.9 milHaD and 4S9 employees provided for the 
improvement of access to long-term care services. We also supptHT the recommendation of the 
Federal Advisory Committee on the Future of VA Long Term Care to triple VA's investment in 
enriched housing and Honte and Community Based Care ^UtCBC) over a S year period. 

Our survey also found that contracts for veterans placed m mm-VA community nursing 
homes were ^wing shorter. In December 1998. the average length of the contract for veterans 
placed in community nursing homes at VA expense was 3.6 montiis. The average contract for 
January 1999 was for 2.7 mondis. 

The State Nursing Home Grant progr am is projected to be cut by 5S percent under (he 
Administration's budget. This is truly a disr^ard for the Private Ryan's of World War II. 
Currently there is need for SI. 3 billioD to fund planned state home consnuction projects. 
However. VA will be able to provide only S40 million in grants or less than 3S of the current 
sute need. 

VA plans to increase outpatient care by SS8? fflillioo; this is almost a dollar-for-dollar 
shift frem savings generated by reductioos in inpatient care. Although we strongly support the 
expanded use of outpatiem care, h appean that VA is making this shift without the necessary 
capital investment in such basics as supplies and equipment In the FY 2000 budget equipment 
purchases are reduced by 27 percent and land and stnictures by 37 percent How can VA 
adequately si^iort (be addition of 89 new outpatient clinics without the necessary investment in 
(he equipment supplies, structures, and staff? This is another example of attempting to do a lot 
more with even less than before. 

We are very concerrted that (be Administration's '‘Patient's Consumer Bill of Rights" 
excludes some veterans from having access to emergency health care. The Administration's 
fiscal year 2000 budget discriminates even within the veteran pc^lation by stating that only 
those who are compensably disabled should have access to emergency health care, even if your 
only health care provider is the Deparuneni of Veterans Affairs. There are approximately 3. 1 
million veterans who use VA services. Under this proposal only 940,000 veterans will have 
emergency services eligibility. 

It is ironic that nearly one year ago. the President signed an exeevRive order requiring 
Medicare. Medicaid, DOO. the Federal Employees Health Plan, and, we thought the VA, to 
provide emergency services to all of their enrollees or eligible beneficiaries. This does not 
appear to be the case. Under this budget, the Administration has carved awey 2. 1 million 
veterans and said tttai they can not have the same level ofservket as the other grot^. The 
provision of emergency services is m issue of parity. Threu^ a policy of exclusion from a 
service considered basic in any health plan, the Administraticin has put veterans last, not first. 

The impottani medical and prosthetic budget has been frozen at this year’s level of S3 1 9 
million. This is SS6 million less than the IB recommendation. It has been our hope foal foe VA 
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research budget would parallel the increases projected for the National Institute of Health (NIH) 
budget. Over die next 5 years, the NIH budget is expected to double. It is noteworthy that while 
the research projects are expected to stay at the FY ^ level of slightly ovk 2,100 projects, there 
will be almost 1 00 fewer pe^le to suppcnt the various research initiaiives. According to the 
VA. the loss of 98 employees will make the program more efficient. This is a particularly 
troubling recommendaiicm because not only will there be fewer researchers engaged in actual 
research, but there will also be significantly leas support crniing frcan the medical care budget to 
suppon research activities, such as adequate lab facilities, equqxnem, and supplies. To make a 
bad story worse, researchers, because of increased paiieni cate responsibilities, have less time to 
devote lo important research efforts to unprove the quality of life for veterans. Under the 30-20- 
1 0 formula, there are fewer doctors and mwe patients, consequently the VA research effort has 
become a casualty of trying to do more with less. 

Thebudget reflects that one of foe most critical issues feeing the VA is Hepatitis C. The 
VA estimates that an additional SI3S.7 million in new health care spending will occur in FY 
2000. We applaud foe Administration for taking foe inititl steps in identifying and treating this 
disease; however, foe budget does not provide new funding for foe testing and treatment of 
Hepatitis C. 

Today, I have only touched on the major fellings of the FY 2000 budget. I believe that 
iheK are countless other examples of foe Adminisniion's loul lack of commitment to those 
who served this country in the Armed Forces. The huge suiT reductions, coupled with 
inadequate resources, will cripple the VA's ability to provide hi^ quality services to veterans. 

It IS hard to understand in light of today’s robust economy wifo a la^ surplus, foat this 
Administration could have such a callous disregard for those who served. 

Before closing though. I would like to point to foe Ttansition Commission's 
recommendations. There are many fine and tpprc^aie conclusions made by foe Commission in 
identifying a more efficient means by wfoich service members and their femilies can transition 
Irom miliury to civilian life. We do have some concerns, however. For instance, foe 
Commission made many tecommendatims to combine VA and Department of Defense (DOD) 
health care funding, minagemeni, and delivery under one system. Obviously, veterans would 
not be well served by OOD because foeir needs would be secondary to weapons systems and 
institutional priorities of foe defense establishment If the recommendation envisions VA 
providing DOO's health care services, we note the VA's health ctre delivety system is already 
suffering from years of inadequate resources and has difficulty just meeting foe needs of 
veterans. 

The most disturbing ccunmem made Ihou^ deals with the treatment of service incurred 
medical conditions. The Commission recommends foal the cosu of treating service<onnecled 
disabilities be shifted to foe private secto-. Throughout our Nation's history, the costs of 
national defense have been foe responsibility of the Federal Government. We cannot now, as a 
matter of Government convenience, merely abandon what is clearly a Government obligation. 
This would represent a departure from our core itatkmal values and is an insult to those who bear 
the risks and burdens of our national defense. 
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Aimher imporant issue affteting medicsl care is Medicare Subventions. DAV has 
historically called for the enactment of legislation for Medicare Reimbursement (Subvention) for 
the treatment of non-core grot^ (cat^My C) Medicare-eligible veterans. 

During the last aession of Congress Representatives Thomas and Stump, introduced K.R. 
3828 the “Veterans Medicare Access Imptovetiiaii Act of 1998.’ 

As we noted last session we are concerned about any l^isUtive proposal that would 
abrogate the VA's aitd Federal Covernment’s re sp on s ibility by allowing a third party, in this 
case Medicare, to pay for service-connected medical conditions. 

The Federal Governntent, through dte VA. must always maintain its fiduciary 
responsibility and moral obligation to provide and maintain a health care delivery system to this 
Nation's service-connected disabled veteran. Ther e for e, enactment of legislation that 
diminishes and potentially eliminates that re^onsibiliiy by allowing Medicare to pay for the 
treatment of service-connecied conditiont wcwld abrogate die sacrifices made by the men and 
women who became disabled during military service. 

The DAV has become aware ofihtDtcuionSiippertSysiem (DSS) whi^ provides VA 
the ability to compare VA depaitmeni and facility practices to more efficient privste sector 
prsciices. This system will liso enable VA to maintain detailed provider and patient specific 
dsta and the capacity to budget, model aid focecasL With this new found capability, a program 
could be developed which would ensure dial Medicare and other third parties are not charged for 
the care of service connected conditions. 

Therefore, the DAV is willing to sit down with a ppropriate congressional and VHA staffi 
to discuss legislation that is agreeable to all parties. 

Mr. Chairman, Congress and the Administration must keep their promises to veterans by 
providing an adequate VA health care budget. VA must not be forced to rely on funds from 
private payers to cover die coats for eating for veterans. The cost of VA betlth care is a Federal 
responsibility and must be met in full by the Congress and the Administration. The 
Administration has let veterans down. It is now up to Congress to properly fund VA health care. 

This concludes DAV’s testimony on the FY 2000 VA health care budget. We hope our 
analyses of the issues and VA's funding needs will be helpful to you. We appreciate the 
opportunity to present our views, and we thank this subcommittee for its continuing support for 
this Nation's veterans. 
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DISABLED AMERICAN VETERANS 

/im/ttut;: tSr'Ih i / N> « Atf tr « fjtmi/ji'*/ J Wrvvm* 


nwri/^irarorirriiCTAi CTAimoftcOWTaACTS 


The Diubled AmenciD Veteire COAV) docs om cmestly receive any nooey from any 
federal grant or contraa. 

Owing fiscal year(FY) 1995. DAV received S5S.252.S6 from Court of Veterans Ai^eals 
appcDpriaied funds provided to the Legal Service Cotpotatioo for services provided by DAV to 
the Veterans ConsortiiBn Pro Bono Piogtain. InFY 1996, DaV teceivedSS.448.12 forservices 
provided to ibe Conaonium. Since June 1996. DAV has provided its mrviccs to the Consonium 
et no cost to the Censattim. 


102 


CvTiculum Vitae 
Richard A. Wannemacher. Jr. 


Ogkt/iddrtss 

607 Uatnt A'tenm S.W 

»askmgKiit.DC.}0024 

202-SS4-}i0l 

Biognplucel Data 

BinhDau- SepuiAer U. 1946 
Phct ^Btnk: £rw Comty. New fort 


Mlla^ Seniee 
US Naty 

Eolu/ed May 1967 Old Disititily Reftrtd November 1969 
Edueotwo 

AAS Butsoess AdnMjootwo 
BS Ermreomemd Con s mmr Snditj 
Gradyae Srodles Bwtmeu Admmuirorum 


Relera/u Eeperieoet 

Atueioit Legulative Diretmr. OitMtd Amerieai Vetertmi (DAVl. Aegua 1996 to 
present 

Auatmt Sopervitcr DAV Nateetal Strvtce Office Waabinglaet DC Jannwy 1995 
through Jyfy 1996 

St^etyttoig Naetooel Service Officer DA f Nattoetai Service Office Albtmy New fort 
November 1960 through December 1995 

DAVNrw fork Seme Legisioeret ChotrmtmJtere 1961 tiror^ December 1995 

Assoctate NaHowal Semce Officer DAV Noekmal Servtet t^fiee Bt0aio New fort October 
1978 throt^Oeteber I960 



103 


THE INDEPENDENT BUDGET 

A Budget far Veterans by Veterans 

AN OPEN APPEAL TO EVERY MEMBER OF TNE HOUSE AND SENATE 

YOU SHOULD ASK TO SEE VWAT PLANS THE VA HAS TO REDUCE THE 
AVAILABIUTY OF HEALTH CARE TO THE VETERANS YOU REPRESENT 


Dmt Ibtamber of Conpr***: 

On bohatf of tha manMrt of AMVETS, Ditabled American VatMww, Poralyzad 
Vetwant of America aid Voferane of Foreign Wkre, we are twWng te elerl you to 
a budget criia feong the DapaiVnani of Vetorene AMn Heeffi Caie Syttm. 
ProiecM budget ihoriMi* and addHorwl mafoc teduettone In the FY 2000 
bu^et propoead by toe Adi n i n i au eben are ferang VA to make algnHtoant 
leductlona and doeuiea in veiarana health care programa, aervicaa and faeilltiea. 
We urgeyoutoaakiha VA what specific plana they have to leduoe the 
availabflty of heakh care to the veiarana you leprment We also urge you to 
restore torafeng for valerana health care to forostak addrbonal mafor cuts and 
reductiona in heelto aervicea for sick and diaaMad veterans. 

For toe third year in a raw. the Admiruatration naa propoeed a siniglit-line 
a pcr o prtolton for vaterana heelto care in as FY 2000 budget request Thiallal- 
Une budget cornea at a bme of soariig haaoh care coats and Increasing health 
careneedaofaiapidlysgingveteranpepulaban. The proieeted shortfall has 
greatly alarmsd VA he a lth care manegera, even prompbrig VA Under Secret a ry 
far I lealto, Or. Kenneth W. Kizer. tomake plana for an emergency reduction In 
aervicea arto programa tha year In order to prepare for and avoid even more 
diBccnian cuts and facdily doaurea next year 

On February S'’ Dr Keer sent a memorandum to Secretary of Veterans AfUa 
Togo 0. West. Jr. (endoaad) indicabng that the FY 2000 request, inchidino *$1.4 
billion in management sfRciencies, pos es very serious finanoal chaHengea whieh 
can be met only if decisive and tni^acbona are taken* According to toe 
memo, these ‘dedsiveactiona’ centered on ‘certain strategic pfenning kilbstives* 
and ‘racommendallona for a variety of program adjutbnents. Including fadhty 
intsgrations. bad raducbona, and miaa«n charrgea.' Further, he states. These 
changes are. or wi be. accompanied by requests for reductiona-ln-forca and 
staffing adjustments.* 

Or. Kizer calls this skuatien ‘serious and preeanoua.* He ndicalea that cuts 
must be made now to preclude even dea^ cuts such as ‘mandatoiy employae 
tortougha, severe curtailmenc of aervicea or abminalion of progrsms, andposaibla 
unrrecassaiy fsciHy doaurea.* Nsturaly we ace concerned over toe Impact of the 
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FY 2000 budg«t racanmendationt. We have more mnediats concam mer 
what ‘stretaBic planning initiatives’ VA is planning to niplemanl now to rnaka 
cuts and reducbens in prognms, saniices and bctliaas osMnsftly to avoid 
deeper cuts next liseal year. The VA has announead that massive reductions 
and changes need to be made, but hasreveaM no specific plan cuUningjusI 
where, whan and how these reductions ki saiviees and hdUMs wd be made. 

We beiiave Ota veterans of Sms nation have a right to sea this plan We believe 
that you. as wed, ought to beable to see this plan to know vihat changes are 
going to be made to veterans health care ai you Congressional Dietrici and state. 

We urge you to contact the Department of Veterans Affess to ask them to reveal 
this plan. 


At the same tima, aa the FY 2000 budget and appropnabon precaaaes preceed. 
vie ask for your emergency Meivonlion and suppoit sorely needed addnienal 
funding to the VA health care system to forestall maior disniption in earviess this 
yeai and nail. 

Thank you for your continuing coTKOm and supporlof our nation’s velarans. 
Sincerely, 


Cecil R. Aulbnan 
National Commander 
AMVETS 


Andrew A. KisOaf 
National Commander 
Oisabied American Veterans 


Homer S. Townsend, Ji 


National Pre s ident 
Paralyzad Velaians of America 


Thomas A. Poubol 
Commander-irvChisf 
Veterans of Foreigr Wais 
of the Unkad States 
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STATEMENT OF 

HARLEY L. THOMAS. ASSOOATE LEGISLATIVE DIRECTOR 
PARALYZED VETERANS OF AMERICA 
BEFORE THE 

SUBCOMMITTEE ON HEALTH 
OF THE 

HOUSE COMMITTEE ON VETERANS’ AFFAIRS 
CONCERNING 

THE DEPARTMENT OF VETERANS AFFAIRS' 

MEDICAL CARE BUDGET REQUEST 
FOR nSCAL YEAR 2000 

FEBRUARY 24, 1999 

Mr. Chairman. Ranking Democratic Member Gutienez, and memben of the 
Subcommittee, the Paralyzed Veterans of America (PVA) is honored, on behalf of our 
members to present our views on the Administration's Fiscal Year (FY) 2000 medical 
care budget request of the Department of Veterans Affairs (VA) health care system. Mr. 
Chairman, the Administration's FY 2000 budget "ignores the irtcreasing cost of caring 
for veterans, especially the aging veterans of World War I! who depei^ on VA health 
care." By tmce again proposing a straight-lined appropriation, the Presidem is ignoring 
the true cost of health care for veterans, especially the more^ostly care needed by our 
older veterans, our poorer veterans, and our veterans in need of specialized services, such 
as spinal cord dysIuiKtion medicine. 

Realistically, howcantheVA sustain cuts of SS23 million in acute care, SSI million in 
subacute care, S1S9 million in psychiatric care. andS21 million inrehabilriaiivecaie, 
including care for spinal cord dysfunction and still provide timely quality care for 
veterans? 'This budget ignores the very real cost of medical care inllaiiMi, and the 
ittcreased costs associated with caring fix an aging veteran population. Does anyone 



107 


tnilybdievethuadoUatodaywillbuyadoUit'iwoithofheahbMttDextyav? How 
can edacity be maiiitaiiied with fewer staff, fewer beds and fewer doUan? 

The only increase in medical care fundiag envisioaed (be Administration fw next year 
Uesiiiilse3tiinaieibai(lurd<pat(ycolJectioiiswiUi()crcase by S151 million. Wehave 
voiced ow giave concens i^arding this firnding scheme in the past, and we must 
leitetaie ttiem again today. By the VA's own admission, last year's estimwrd collections 
fell fer abort of expectaiioiis. Can we really expect diis sebeme to produce an additional 
SI5I million in FY2000? 

Last yea. tbe Under Seemmy for Health was quoted in the Washington Post as saying, 
that without additiooal funding, the VA health care system would "hit the wall." It 
should, tbemfeee, ctmie is no swptiae. this year, that the collision has aliewly taken 
place. Tbe Under SccRtaiy for Health, in his Febnaiy 8. 1999, memo to Secretaiy West 
announced his intention to begin massive cut becks in staffing and resources now to 
prepare for even larger cuts imposed by tbe disastrous FY 2000 budget. Socalled 
"strategic i^anniag inituiives" such as taug i aui adiustraents, focili^ integration's, bed 
leducdocts, consolidmiODS and changes baacally ate desipied to change aixl 

downgrade the VA health care system as we know it today. 

In tbe early 198(b. Fresidcal Ronald Reagan's first diiecior of tbe Office of Management 
end Budget (0MB). David Stockman, revealed plans to gradually weaken and choke off 
finding for tbe VAbealtb care system. Those plans were stopped. Tod^, Piesident 
Clinton's Office of MenagemoK nd Budget, in one open and oven stt^LC, is calling for, 
and pmsiding over, tbe demise of the VA health cate system duun^ inintioiial btklget 
strangulttion. Mffl’s oaf^ design is clear, to so weaken VA health care in one bold 
sooke that it pocestiaUy becomes impossible end loo expensive to revive iL 


How ironic that snAd mini slT ati on dm cUtnis so strong to wnm to sslvsgeSocinl 
Secisity mtd Medicae older Americans, would go after sging, skk and itiMhieH vetenns 
with such 1 venge ance . Rralittinilly. vetersas don't stop neediiig health cite just 
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because OMB has decided they shouldn't have ahospiisllo goto. Where are the savings 
then to the Federal Govemmeni? Costs havejusi been shifted toother already 
overburdened federal and state health programs unless the care is denied altogether. 

Based on Mependeni Budget projections the first step in this process would be to close 
the equivalent of 26 VA hospitals, including a reduction of nearly 8,000 health care staff, 
and erosion in the missiorts of scores of other facilities. Based on current law. VA can 
only provide health care to the number of veterans it has funding to care for. Under this 
scenario, tens of thousands of veterans seeking earned health care benefits will be turned 
away. 

Obviously, VA already has its plan, as Or. Kizer wrote in his February 8" memo - the 
plan to “right size" the VA system. Rather than keeping this plan a secret, we believe the 
veterans of this nation and the Congress have a right to see it How many hospital beds 
are going to be shut down? How many doctors, nurses attd bealth care providers an 
going to be fired? Above all. which hospitals are going to close? Where arc these 
closures going to take place - In what areas of the country? In whose state? In whose 
Congressional District? Apart firem the impact on veterans, we si^rpose the White House 
and 0MB obviously think it makes sense to close VA hospitals and shut down health 
care for veterans ri^t in the middle of the year 2000 elecdoo campaigns. 

Last year Dr. Kizer said he wanted VA to be able to admit all veterans to the VA health 
caresystem. Clearly, that is not going to take place now. Wewanttoseethe'tnage 
plan" showing just who is going to get into a VA hospital and uho is going to be turned 
away at the door. Alt of these plans exist. We.asconsumersofVAItealtbcarehavea 
right to see them now to prepare our members for the dangers to their health and well 
being coming down the road. 

At the same time the Administration is ^xoposing flat-lining VA medical care funding, it 
is proposing a $250 million program to expand testing and treatment for Hepatitis C 
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celMed illnesses in the veteran pt^ation. The budget calls for a SSO million 
imtsovemeol in programs fx homeless veterans. The budget calls for S 1 06 million for 
expanded long term care [vograms in home and community based services. Hie budget 
calls for S244 million dollars in needed emergency care services. Ahbougb these 
services are badly needed, there are no new dollars to pay for them. To pay for the 
emergency care services. alMie, the budget calls on VA to reduce health cate staff by 
1,500. Virtually all funding for these new initiatives must come from existing services 
and a budget alreajy strained to the breaking point In all. the Administration expects to 
achieve $1.4 billion in what it calls "managetnetu efficiencies and savings.” The VA is 
consistently being asked to do more with less. Under this budget proposal it is being 
asked to do more and more and mote, with less and less and leas. 

This year, the Administniion's requested apfaopriaiioo is folly $2,983 billion lower than 
the amount estimated by the Independent Btidgel, and is even $2,428 billion lower than 
the coie-appropriadon without third-party coHectiOfis “added back.” 

With the rinancing scheme embarked upon in FY 1998. dollars collected from third- 
parties were essentially “subtracted” ftom appropriued dollars. This sboti-changing of 
veterans must end. Third-party collections must not be substituted for appropriated 
dollars, but rather should be used as an ahemalive funding stream to begin to shore up 
problems encountered by VA leorganization. and to begin to address the fong-term care 
needs of an increasbgly elderly population of veterans. We ask that you assist us in 
restoring these cuts in a;^;eiated dollars attd work with us to use these collections to 
insure that the health care received by veterans is of the highest quality. 

Mr. Chairman, as you are no doubt aware, PVA has continually expressed concerns 
regarding the VA's provision of specialized services, specifically cate and treatment for 
veterans with spinal cord dysfunction. Beginning last summer we raised the issue of 
declining capacity and vdiat we perceived as the VA's lack of emphasis for specialized 
services. The foil House Cmnmitiee «m Vetenns' AAiis responded to otf concerns by 
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requiring VA to cmiinue leportiiig oo the uuiiUeottce of caqMchy for m additional two 
years and included statutory language establishiiQ pesfonnaiice standards for VA 
managers regatdiftgdteprovisioa of specialized services. For these efforts we thank you 
and the Congress feu yow reqxmsiveness. Under Secretary for Health, Kenneth Kizer, 
M.D.. also reacted to the issues we raised and 00 October 23. 1998.tratunuttedhis 
pr^iosal for the VA’s t^inal cord injiny/disonlers p rogr am to Secretary Togo D. West, 
Jr, who ci Mcuned in them. (Mesnotanda attached) 

Mr. Chainnan, Member of the Subcommittee, today, PVA must question whether these 
efforts and commitnenu an in vane do to the shottfoUs in VA health cate that we 
envision due to the President’s budget. No matter what agreements are made, what laws 
are passed or the sincerity of promises. sU will be negated by the anticipated absence of 
necessary resources if the President's budget proposal is not substantial altered. Wecall 
on you and all of Congress to recognize and act upon veterans' rmeds, not some fiscal 
scheme that abrogates this Nadon's eommiimeta to those who have served. 

The Admintstiation has requested an ^propriation of $61 2 million for Medical 
Adminbtistion and Miscallaneous Operatiog Expenses (MAMOE). a decreue of Sl.S 
million over last year. The fndependenr recommends $69 million. Asheahbeate 
quality issues become incrtasiagly iiapottaat, now is not the tiiiK to decrease staffing 
levels needed to monitor, report, and mainiain quality. There must be an tnereased 
commitmetn to ensure that vetenni receive the quality beaMi cate diey have earned. 

Once again we urge this Subcommittee tad Congren to work towHd achicviitg MedicaR 
Subventioo for the VA. We strongly believe flat this is rai i mp ort in t piece of die puale 
in adueving alternative frodingsoeams. PVAbdievtsthMtfachievad.lheaefiBiding 
M r aaiiu must not be ueed in lien of appropriated doUrn, rather drey must be utilized to 
srppl ei aent y propc i ited doUati. We must work to ensure that real pentectioas me buih 
into the plan IS it moves fomtd. 
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Finally, although we fiilly suf^oil a fee-for-service approach, we remain skeptical 
concerning the efficacy of a managed care approach in Medicare subvention, particularly 
for veterans with serious disabilities in need of ready access to ^ecialized health care 
services. The needs ofthese veterans must be protected. Any managed care compotteni 
of Medicate subvention must ensure that ito higher-priority veteran is displaced and that 
the needs of disabled veterans ate fully realized, and fully protected, in any managed care 
format. 

We recognize that this Subcommittee does not appn^ate dollars, but you do authorize 
them. The autbonzation process must recognize the teal resource requirements of the 
VA. We lo(^ to you, and your expertise in veterarts' issues, to help us carry this message 
forward, to your colleagues on the Budget and Appropriations Committees and to the 
public. This year, more to than ever, we need your help. 

We ask for your assistance to ensure that the VA receives the funding it needs to ensure 
veterans who rely upon the VA for their health care needs ate accorded adequate, quality 
health care. We ask that you work with us to make certain others in Congress realize the 
true resource needs of the system and that (hey do not rely solely on the pie-in-tbe-sky 
assumptions contained vrithin the Administration's FY 2000 request. We ask you to 
reaffirm our Nation's covenant with veiems aitd to remaitr faithful to generations of 
promises. The health, the well being, and the lives ofveterans are at stake. 

Mr. Chairman, I thank you for this opportunity to testi^. I will be hi^py to answer any 
questions you might have. 
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Department of 
Veterans Affairs 

October23. 1996 


Memorandum 

% 


Chief Health Care Conaultant to the Secretary 
Enhancements to VA Spinal Cord ln|urylDisorders Program 
The Secretary of Veterans Affairs 


1. In fblaw up to our discussions on October 19 and 20, 1998, the I 

are proposed to strengthen the martagement and oversight of VHA's Cord [ 
Iniury/Disoniari Program. 



A Centralize decision-making for SCVD-program changes to VHA Headquarters. 
Any change to the SCI/D-program proposed by a Wd unit including changes m 
mission, staffing, or bed level, wi| require the approval of tha tinder Secretary 
tar Health (USH). In dtiarrTwiing i«hether to approve or deny the proposed 
change the USHwi review the mailer with Ote Chief Consvnant Spinal Cord 
Iniury/Oiaofders (SCI/0) Strategic Healthcare Group (SHG): Chief OfAeer, 
Patient Cate Services: Chief Network Officer (CNOK and oViar andbas aa 
relevant to the specific proposed action under conatf erabon. 

B. National pabent referral guidelines wU be established so dial patient referral 
policies and procedures are uniform across die VA health care system. These 
systemwide guidelines should help eneure that SO specialty care d provided at 
the rigni bme and right place each and every bme. Or. Margaret Hammond, 
Chief Conaultant SCl/0 SHG wi be taaked to lead this effort 

C. SCI Health Care. Cireular M-ll, Part 24, wd be revisad and updated. Again. Dr 
Hammond wil assume bte lead forStismaior undertaking. 

0. Augment the SCI/D Pregram staff. In an effort a enhance overslgm and 
managemeni of the SCI/0 program. Or. Hammond's support staff wd be 
augmented by up to 2.0 FTEE. die work locadon of which (VAMC SaaMe or 
VHA Kaadquarters) will be detennined by her. In addition, a member of the 
Chief Network Officer's stall wW be Wentifled and tasked with being the 'poett 
person' for coordinating SCI/0 teimad matters between bte Chief Consultant 
SCl/0 SHG. CNO and USH. 

E induda input from the ChrefConsiitantSCI/O SHG In determining bte 

performance rating of both VAMC and VISN directors. This input wi relaU to 
the perfonnance of these managers regarding patients having spinal cord 
disorders and Ihe managemeni of treatment units/pregraiTis providing satvces 
to such patients. In addition, the Chief Consuftam SCI/D SHG wib be edded to 
VHA's Performance Measures Sleenng Comnsttee. 


ifA ’ 
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Page 2. 

The Secretary of Veterans Aftairs 


f. Each \flSN Shan be required to promulgate an annual performance plan for Its 
management of spinal cord injury/disorders. Such plans, which may be irwluSed 
as a discrete part of a ViSN's overall porhstmance plan or as a separate 
document, shall be spedficaly reviewed and cefTvnented upon by the Chief 
Consultant SCI/0 SHC as part of the plan's approve process by VHA 
headquarters. 

Q. The Chief ConsuRant SCVD SHG shall provide input to the appointing authority 
on both the s e l e cben and performance rating of SCI Unit Chiefs. The Chief 
Consultant SCI/D SHG shaB have at least 2 weeks to develop such Input. 
Disagreements between the Chief ConsuRant SCI/D SHG and the appomtsd 
authority that cannot ba resolved between them shal be foiwanled to the USH 
for resofubon. 

H. TheChlefConsuRantSCl/OSHGshallconducisnassessmentaftnesuccessof 
SCI Held units in meeting the needs of VA SCI/0 patients and prepare a written 
report of his/her findings tor the USH end the Secretary of Veterans /Ufoirs at 
least once each year. This assessment shal include a detailed anelysis of any 
failure to meet pailenta' needs and recommend ectlons for improving the 
progrem. as appropriate. 

I. SCI operating beds wfl bs removed from die performance measure for bed 
occupancy diat is contained in the VISN dkeeton’ performance condacla, if Ihls 
measure continues to be used. 

J. Three performanca measures retaied to SCVO care wiU remain in the VISN 
DirectX FY 1099 petformanee agreements, These measures are: 

t) adrrfission wRhin 24 hours for acuta care. 2) appointmant wHh a specialist m 7 
days, and 3} translar of s am i smeig en t care to an SCI unH wKhin 2 weeks. 

K. The expired VHA directive relating to nurse staffing for SCI Units will bs reissued 
unti die stody noted below (paragraph 3) is eompletad. 

2 . Diredivesorothervehideswill be utilized, esapproprtate, to effectdie tenon items 
noted in paragraph 1 above. 

3. Please know that saveral weeks ago I directed VHA's Chief Officer. Patient Care 
Services, to contract with an outside consuitani to evaluaie the eepacity and quality 
^VA care tor veterans with spinal cord dysfoncBon. I understand that this very 
comprehansive contract is about to be ectueiized. 
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4 . please furitiaf know (M I do not ntend to lequire the Chief Consultant SCl/0 SHC 
to be based in Washington. O.C.. since the cutreni anangement is working very 
satisfactorify and the advantages of having a dinicaily activa chief consultant out 
weigh whatever perceived advantage may reside n having this person physically 
present in VHA Headquaters. 

5. Please indicata whether you concur with the above action plan in the space below, 
and let me know if ynu wish to kirther discuss any of these issues. 

Kenneth W Waer. M.O.. M.P.H. 
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T>tE SECDETMT Of VETEIUNS FURS 
WASHMCTOH 

NovsmMr 13. 1998 


MEMORANDUM FOR THE CHIEF HEALTH CARE CONSULTANT 
TO THE SECRETARY 


Subject. VA Sp«AJ Cord Injuty Pragrwn 


I t)iv« mviewod your memerondum of October 23 1 996 Mrttich propotes 
•ebons to I mp lement Ote decisions of our October 20. 1996 meesng. As 
reflected by my signtture attd co mme nt at the toot of your October 23 
memorandum. I approve the aeiiens descried in the memorandum with the 
following additional considerations, whch should become pan of your planned 
program. 

Paragraph I.D. describes a *point>pe(aon‘ for coordinating SCl/0 matters 
between the Chief ConsuftanL the Chief Nelwotli Officer and. the Under 
Secretary to be loceW on the staff of die Chief Network Officer. Rwouldbe 
unfortunate if the 'point^drson* wore U become a competing ‘expert' voice for 
SCI matters, thus cordusing the Unas of audwrity aral communication that we are 
trywigioeslablishlortheChiefConsulanionSCIinilleis. Accordingly, the 
‘pomt-peraon* poiilion is to be sducturad so as net to subsdlute for die needed 
communicatian b etween the Chief ConaullanL da Chief Network Officer and the 
Under Saoetary on el spinal cord-retaied iasues. Mote ip edflc a ty. lha affoit 
mutt be to place the Chief Conauliani in the bop that invafves the Chaf Network 
Offleer and da networks under his audwnty on s day-to-day basis wkh respect to 
every spinal coed iniuiy isaue. dadsion. or diuussion. 

Paragraph l.H. requires the Chiel Consukanl to conduct sn snnual 
assessmsntofdiesuccessofSClfleldunia. I would preftr dist esch network 
officer condua that asaesament in da llnl iratanee, to include a self-assessmeni 
of how successful they have been in supporting da SCI units under their charge 
in carrying out dak mission. These essesanants. as a second step, to be 
provided (0 da Chief Consultant for her observatiens. cemnants and 
assestrrants. Cembead by da Chaf Consukant into ons omnibus aasasarrart 
tar forwarding, her final product should be provided to da Under Secretary and 
the Secretary. 

The study described n paragraph III of your memorandum was not 
addressed in our discussions. Wth dial si mind, i require that da evaluation. 
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«(pon cotnpktion. be reviewed by the Chat Consultant and her eorments and 
analysis added to it when d a foiwaided for eonsideraiion by the Under Secretary 
and the Secretary. 

As we discussed in our meeting on October 20. 1 am amenable to 
ygur desire not to require theChiefConsultani tobe based In Washington 0 C., 
but my deasion in that respect extends only so long as the current incumbent 
holds the position. Should there come a time when Or Ha mm ond is no longer 
Ihe Chief Consultant, ihe issue as to whether the position should then be 
permanently located at VA Headquarters n Washington. D. C . is to be raised for 
deasion to the Secretary of Veterans Affairs. 


As always, your plan a thoughtful and thorough. Please share il 
with the Veterans Service Organizabons. and censuR with them as'the actions it 
envisions unfold. 


^ '•la 
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MRALVZED VETEIMNt 
OFAMERKA 

Chamnd ti)f IM Conjicn 


Harley Thomas 


Martey tg a veteran of twenty years military service in the United 
States Navy. During his military career, he spent a tour in Japan and 
in 1967 served in Vietnam with Fleet Air Reconnaissance Squadron 
One (VQ1). In 1966, Kartey served aboard the USS Piedmont in 
support of fleet operations in Vietnam. Harley spent his final tour in 
the service with the Defense Communications Agency in Reston, VA. 
where he retired in February 1976 as a Chief Data Processing 
Technician. Following his military career, he worked in the computer 
industry as a senior system analyst until 1996. As a member of the 
Mountain States Chapter of PVA, Harley held the position of Director 
to PVA National. Chapter President, and Chapter Executive Director. 
Harley holds a degree in business from the University of Virginia. Me 
Is cunently employed by the Paralyzed Veterans of America National 
Office, as an Associate Legistative Director. 
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Mr. Chairman, I am Veronica A'zera, national legislative director for 
AMVETS. We appreciate the opportunity to join with our distinguished 
colleagues fiom the veterans* community to provide testimony to the House 
Veterans Affairs Subcommittee on Health regarding the Department of 
Veterans Affairs (VA) medical care budget request for fiscal year 2000. 
Neither AMVETS nor myself has been the recipient of any federal grants or 
contracts during FY99 or the previous two years. 

1 won’t spend a lot of time repeating what you already know. We realize we 
are preaching to the choir. But there are a few critical needs and facts about 
this potentially devastating budget proposal I would like to share. You may 
be able to use this information with your colleagues in our fight to get more 
adequate fimding for our failing VA system. The Clinton/Gore 
Administration proposed budget fw Department of Veterans Affairs for 
fiscal year 2000 is S3 billion less than is needed to adequately address the 
health-care needs of our nation’s veterans. 

The budget shortfall is so significant that it imperils the health and benefits 
of millions of veterans. For example, currently, veterans with heart 
conditions may have to wait up to three months to see a specialist at a VA 
hospital because the VA health-care system has been operating for years 
under stagnant, inflation-racked budgets. Given the Administration's 
proposal, this situation will continue to worsen. 

Another concern is that the VA budget plan proposes new health-care 
initiatives but provides no new dollars. VA is expanding health care and 
other benefits to veterans suffering from Hepatitis C-related illnesses, 
veterans in need of emergency care, and long-term care, yet the budget 
proposal cuts 8,000 VA health-care staff and hundreds of millions of 
existing budget dollars to pay for these initiatives. 

In recent years, budgetary pressures have reduced acute<are bed capacity by 
48 percent and staffing by 1 1 percent, while the number of patients treated 
increased by 10 percent Although we have to commend VA for its new 
efficiencies with respect to ambulatory care and the reinvention of VHA, the 
subsequent downsizing of it medical programs has not been without serious 
consequences. The impact has been most pronounced upon the quality of 
care delivered, especially in the specialized programs su^ as (FISD) Post 
Traumatic Stress Treatment, homeless, spinal cord injury care, treatment of 
seriously mentally ill veterans and long term care. 


I 
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As 1 stated earlier, this does not come as a surprise to anyone on this 
committee. These are the same critical areas Congress ask^ the United 
States (GAO) Government Accounting Office to examine in its recently 
released rq>oft on “Major Management Challenges and Programs Risks” at 
DVA. The January repwt stated, “VA has not been able to adequately 
address congressional concern that VA maintain its level of certain hi^-cost 
specialized services in the foce of the many initiatives to become a more 
efficient provider of care. The Congress required VA to ensure that its 
capacity for specialized treatment and rehabilitative services for certain 
conditions was not reduced below OctobCT 1996 levels and that veterans 
with these conditions had reasonable access to care.” 

If GAO can’t say that VA meets this requirement, how can VA and the 
Administration say that they are meeting veterans needs? In 1999 we started 
our consultations early and met with the Office of Management and Budget 
to educate them on the critical issues facing VA. Their response at both 
meetings was a clear and resounding, “no additional funding needed, 
because according to the (GPRA) Government Performance Results Act 
indicators, VA is meeting all veteran needs.” 

This is clearly a case of one part of the government not communicating with 
the other. The GAO report came out in January, plenty of time before the 
budgets were set It states, “VA lacks accurate, reliable, and consistent 
informaticm for measuring the extent to which (1) veterans are receiving 
equitable access to care across the country. (2) all veterans enrolled in VA’s 
h^th care system are receiving the care they need, and (3) VA is 
maintaining its capacity to care for special populations.” 

How is it that GAO knows this and VA/OMB/die Clinton/Gore 
Administration doesn’t? I can understand them not wanting to take our 
word for it, but clearly here is an agency repeating what we already know to 
be true. 

Here are the critical issues we informed 0MB and the Clinton/Gore 
Administration about regarding VA: 

=>A medical care bidgct of $20J billioa in FY 2000. 

Included in this amount are $700 million for hepatitis C screening and SS50 
million for emergency care services. We need to ensure that all enrolled 
veterans have access to the foU continuum of services. 
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=»Collections from third-party payers must supplement, not substitute 
for, medical care appropriations. 

Forcing VA to rely on uncertain medical care cost recoveries puts VHA 
programs and veterans they serve at a dangerous risk. We also need to 
ensure that third party payments are only collected for the treatment of 
nonservice-connected conditions. We have received complaints about VA 
charging insurance companies for compensation and pension exams. 

=» Adequate funding to ensure greater access to long-term care services. 
To meet the needs of this aging veteran peculation, VA budget must include 
sufficient resources to ensure that veterans have access to long-term care 
services. These services include nursing home care, state veterans’ homes, 
assisted living adult day health care, assisted living and respite care. 

9AS69 million budget for Medical Administration and Miscellaneous 
Operating Expenses (MAMOE). 

This goes back to what GAO reported. Decentralization, reorganizations, 
budget cuts and efforts to reduce spending heighten the need to correct the 
deficiencies within VA’s quality monitoring and assurance program. 

^Adequate resources to ensure the provision of high quality services 
for veterans with specialized needs. 

As acknowledged by Congress, these services must be preserved to ensure 
the integrity of VA health system. In addition to the list above this also 
includes Gulf War Illness, women veterans and blind rehabilitation. 

medical and prosthetic research budget of $375 million. 

Additional funding for medical and prosthetic research is necessary to 
further enhance VA’s research programs. 

This is just a brief description of some of the critical issues. The 
Independent Budget, which this committee has been provided, goes into 
much greater detail than I can do Justice in a matter of minutes. 

In closing, I think it was really ironic that the same week the movie “Saving 
Private Ryan” was re-released, the Clinton/Gore Administration detrimental 
budget was released. We join you in the battle to save Private Ryan’s 
healthcare. It’s a battle we’ve been fighting since the Balanced Budget Act 
of 1997 froze discretionary spending for a Gve-year period. The Private 
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Ryan veteran population is rapidly aging and in need of ongoing treatment 
for complex chronic conditions. Sadly for the veteran population, this 
budget crisis comes at a time wdien the need for VHA services has never 
been greater. 

Thank you again for this opportunity and we look forward to working with 
you on these critical VA m^ical issues. 


4 
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Mr. my i«tni» it George C Duggiu, ead I serve es NuioBel Preudent of Vietnun 

Vetenas of Amain (WA). 1 apprecute the privilege of joiomg you tiere tliu iDoming Oa behitf 
ofiDofouraiemben, dieakyouCbriBowiegVietoem Voennsof Aiiierice(WA)ll>e opportuniiy 
to pieeua our views to you s^ your disangashed colleagues on tbe Subcomailtee oa Heahh of the 
Commitlee on Voeraaa ASuri m regard to tbe Presidait's Budga Request for Vetenas’ HetJUi 
Care fbr Fiscal Year 2000. 

1 wish to BOte tbat we are as bow to evea begin to respond to ^ proposed request for FY 

2000 for tbe Veterans Hcallb Care system, as it is so woefully inadequate that nothing io our 
collective meaioiy at WA eves comes dose by coaipehson 

As you know. Vietnam Veicnss of America (WA) baa eqnssed deep concern about tbe leadership 
of the Utated States Depsitmem of Vcisrins AfEiirs in regard to the betlth care services in the recent 
past. We have (stressed pttticular cottccra in regard to the operat i oa of the "Special Services 
Pr(igraBis''aueb is ueauuetl for the Blind sad t^suaDy Impiired, Spinal Cord tqury, Prostbetics, the 
program for Seriously, Meiully 01. and the prognma dnigrird to dtctively deal with Post 
Traumatic Stress Disorda and olba neuro-psycfaialtic wounds of ww Thii VA budget request for 
FY 2000 only iffleoiifies those dc^ coocenis 

The Veterans Health Adnlalstratioo (VHA). is the ^on of VA Medicil Ceoiera, Ouqwtieai 
Clinics, Comaunty Cate Paalhka aad VA Vat Centers is known, is a ^ravding and vast coOectioQ 
of sites designed to deliver t taihilude of medtcal trettmeol and care, and related services WA 
gnats that it a difEcuh to ininige web a large ayaieoi. but we do believe that it if poasible to do a 
much betiar job ihia haa ahvaya been the caie in the paat, if there are adequate reaourcea available 
to accocnidiab the miafion 

WA believes lha the ceairal cote of the budga probleta fooog all of us who rare deeply about the 
delivery of quaUly care to veteraas if aunpiy this 

The VA inedici] structure is sa up to allocale resources utiliziag a proqrective payaieat 
model However, this prospective paymeal model is within a cloied system Ifonepuisloo 
few resouieea ioio tfaia dosed tyaiem, the increased compailloB for resources wiD start to 
chdte off needed reaoisees to lbs analla pans of the sysum (which has been the case for tbe 
past two years, andis ceitaiolytbecaseiaFY 1999) If for too few resources are put into 
the system (as is p roposed m the Adninatntioo's FY 2000 budga aubnuttil), then the system 
begins to caombalizsitsetfiotiuly major ways, itraiaiag the overall system to the point of 
possible cdlspse 

Certainly tbe VA itsdf recognizes lha feet, which we believe is why the VHA reponedty submitted 
• request to the PreaideDi'a Office of Management & Budga (OMB) that wai between SI 9 4 Billion 
and S19 6 Bilbon for FY 2000 

It simply strains credulity that the vey bright people at 0MB and on the staff of the Preddeni and 
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VkcPraidcatareuDiwareofnfaiisucbt grotslybiidequite estunase of requeued funds would to 
do to nutlicel ore fiwveteniis,ind (be (dAknilsiniii this would place on an (lieadybmtle end 
voy stressed syston. One has to wonder wbeths iMs was a calculated move. posaUily ttkea in the 
waiwordefeaioftheveteraascoffliBUBity over funding the Traospoitatioo Act of 1998 usmg what 
we still nwiniwti ire illusoty in legtii to not paying eompmsation baM£ts to veterans injured by 
tobacco use that originated in military service, 'saving* up to SIS Millini from veterans benefits 
(although the fiinds are real) We do not know the answers to any of these ^eeulationa, nw in the 
end does it really matter for the veteran in vital need ofmedicai care and services Many veterans 
entitled to quality medical care find Bicb aervices unobtainaUe today. Many more will find the 
chnncea of obtaining medictl care and aervicea even more remote d thia budget request is not 
driffislicaDy increased. 

It is now public knowledge that VHA does not have the mooey to tbg system is cuiiently 

configured because of s ngnificagt sfaonfaB m opentuig resources m tbe current year (FY 1999) 
has asked for lutboiity to move forward with cutbacks that include doang of ftcifities and 
shifling or rtdudng staff beginning immediately. It is our understanding ihil approximately forty 
sites ire ilretdy sutborued for ludi acliont. In tbe wake of ibe testimony of Secretiiy West 
presenting tbe lequesi to the fUU Commitiee oe Vetenns A&us on February U, b is now common 
knowledge that VHA requcaudatohoriiy to proceed with pUnoog for addmonal reduebonsto deal 
with a ihrxtfal of at least SI. 4 BilbM (^ptreatly to be dealt with by what is euphemistically called 
'minagemem effiaeodes*) b wfait was already a system preparing for aigmficant Feireocbmeni 

To say that we find all of the above disappoiming would be to uodemne tbe reactions of our 
manben and leaden fioo wound tbe couory The fiikn to Ibrtbnghlly deal with the extraordioiry 
changes and challenges confionting tbs VA medical system b Strong dear (ennt, and to exhibit tbe 
leadersh^i necessary to secure (be necessary resources to accompliih tbe mission b simply 
breathtaking 

If tbe VA request for FY 2000 funds hid beat tsro to three BitUon dollars more Ihae n actually is. 
I wmM be here today lauding tbe stated cottunitineol to move fortbrigblly to vigorously test, treat, 
and compensate for tbe poUon of Hepeobi C b Vietnam veterans, wtaicb was likely 

acquired as a remdt of ndniiy service. Ifthbwisrtilly an additions] $ 136 Millioo for this purpose. 
I would be joyous WA feds that Hepstns C b a senous enough problem that we are joining with 
tbe Honors Vic Snyder and the Honorable Olympu Snowe, and our colleagues at the Veterans 
of Foreign Wars of the U.S. (VFW) to enaire the condnuity of efforts to deal web tbit critical 
problem. I would prefer to be here to^ to applaud tbe first steps b tbe right direction ui regard to 
tbe VA plan to commit an addnboalSkOhfiBM toward assiiting homdeis veterans, and to increase 
long term care by it least SIOS MiDkm. 

Ahhougb I am honored and pleased to be here tins mociung to share our views with you and your 
d al b g ui died coOeagiei, I am not elated to heve to share our dismay 1 am puzsled u to where the 
RiaaQ> to do aloflhe&Kintbttvee described above is going to come from if this request is enacted 
IS submitted We have studied tbe VA’s bt vobinie budget siAmitu]. uid will continue to do so in 
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(he fTw\fh<_ to try aod finrf the lAswen vve sedc Honwa, k now eppem to u$ ei WA thit 

this u I budget submitti] thu quite ain^ 'doei not edd up ' 

Vietum Vetereos of Amenct doee igree «ith tbose who uy that the VA can do a better job of 

'i ritiring the fimrfa lK«y An h«v» In n.i^ * fo» mMiifiw of *r.«nn£ fnt him (of h«.r) aihn hath 

boroe the battle, and for his widow and orphans * Hrat, it has been repotted to me that one of the 
reasons why 0MB reduced the request of VHA is that VHABoidied FY I99S with approxiiiiaiely 
$600 Million in 'savags ' We siresa that these so called ‘atvinga* r epresen t veterans who did not get 
help for neuro-psychiatnc wounds of war and are ihll to uouf^ed economic resource languishing 
m pubbc diehen or on the nreel becaiae there was no dhctivc substance abuse treatment available. 
These 'savings* represent veterans suffering from Post Traumauc Stress Disorder, rated by the VA 
at lOOK total and p*iin«ngni disability who can only sec a psycfaietnsi once every four moctfai, for 
forty miwM ( and maiiy others ate never gel any such tr e atm ent at lO). These 'savings' r epre s ent 
the aged World War D veteran who is denied a motorized ivbedrhiir, even though he no longer has 
the arm strength to be truly motnie in his hand propelled chair In short, these ‘savings* represent 
legiiunate services thil could be delivered effectively to veterans (including service connected 
disabled) that would help ih*™ adaeve the grteiest degree of wdtnesa and autonomy possible. 

These so called 'savings' frankly make us mgiy. Mr Cbiinnan To piece them in CMtext, we 
understand that MSN I alone retumed over SI 30 Millioo in 'savings ' At least in part due to these 
‘savings' the MSN Krcctor cciid earn a hems ilM may be u high is S 80,000, over and above that 
individual's salary, whkb itself approtebes that of a Merabei of Cor^reas. To place these savings 
in p er sp e cti ve, a good deal of energy, passion, and thought has emanated fros the reconsneitdaiion 
of the Servicemembers Tranabon Cotmasson that the veterans' employmeai system be dosely 
scrubtuzed end quite possiUy overbeuled. Your distinguished coDea^ies on the Subcomnutlee on 
Benefits an coosidaing this issue as they review the budget submiital for the Veterans Employmem 
and Triining System (VETS)juildowe the haQ, as we speak here today 

The so celled 'livings' from Regioo I alooe would pay for most of the DVOPs (Disabled Veteran 
Outreach Program wotkets) and LVERs (Local Voeticis En^oymaa Represcnlatives) for the entire 
country. Just from these six doy New Fjigiemt states' Imigioe whet must be happening to the 
veterans in those sne states whose only optioe for any medkal care whatsoever is within the VA 
medicel system. We bebeve that to let iMs amount of money go umidlized for the purpose intended 
by the people of the United Susa u cqrte ie ed by our M em be n of Congress, Hi the lace of such vital 
need, is sunply irresponsible 

Vietnam Veterans of America bolds that the purpose of the VA medicel syaiem is btenlly what is 
stated B their motto, which la "To care for be (or the) who hith borne the battle, his widow and his 
orphan.' To acrorryUah tlis misnan statement, on has to establUh e 'Veteans Health Care Syttem' 
that is focused on the needs the individual has u i veteran One cannol posiibly do this efiectivdy 
if you do not take t complete mUneiy hiatory, do e psychoso ci al work up where iodiceied, and test 
for such conditions ind illniVMx as the individual nd^ weO hive been exposed because of the en 
oftbenalilitytcrvice, btandi of service, duly stations (eg, Vretntm theater of operations), mililtiy 
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occupitioiial spccuhy. etc. Pethips tbe most ^viog exiiP|)le of tius it Hcpttitis C for Vietnem 
vettraos, but ihm tre miay mote ueb as smx^ioade tod meliodiatjs for those who 

served oe the ground in VieoiiiB, other ttopical di iraw i for World War n veterans who served in 
the South P^ifie, and ^vofk^ace hazards* spedSc to wfaci the veteran did in militaiy service to 
country, and vdMD sad where he or rite did it. 

Thit taking of a ndttary and medical iastoryitjustplaifl co ntinoc tease, and it it also good practice 
ofmeAdne Hit ibt^dyaecessuy ifwearecoitmittediot ‘wellness' model of retumingtbe 
imliviihia] to thehigbest degreeofaetfsufBcieticy tndaulooooypossible. WA holds that this not 
only nwkM tprag , it is OUT duty as a NetioB to do dns ligbL Fuidier. we believe that it should be the 
explicitly stated goal of every veterans program to help tbe mdividual become u self sufficient as 
possiUe, and to us this means ««d«di«g (be mdividual return to a state of readiness where be or she 
can obtain and sustain meaniegfu] wort. TtnsiDay not he potable to achieve in every instance, but 
it should be tbe goal 

All of tbe medical eiqierti niS teO you that if one practicen medicme in such a way u to belp tbe 
person achieve *weUneas' as opposed to just perfom ung medictl procedures for the immediate 
coQfdiiDl repotted by the pMieM, then hresuha in ksioveraO cost to tbe system The nudies done 
a West Los Angelts VA Medical Cane in re^rd to taking a true 'hobstic' approach would teem 
to besr out tbe coa ttvingi thst occur wttim tbe Fiscal Year stale, never mind tbe future years. If 
the system can be made to systantlically conceaime on tbe needs of vetertiu as veterans in a 
ligoroudy holistic manner, then we will reduce ‘cburaing’ and prevent many ehronie problems from 
h««v»»ing to acute (bat repeated lad/or prolonged inpatiem eve it required 

I look forward to elaborating on tbeae points tlufty days from today, when I present our legislative 
agenda to you and to your disanguislied coUeaguet from both the Senate and the House of 
Representatives Tbe p^ I with to nuke heie is (fast we do believe that VAcin use (he money it 
has more efficieDtly a^ (even m«e iaiporuntly) much more eSectively. 

Having noted aO of the above, tbe quesdoo that confronts us (odty is bow do we teetk out of tbe 
dilcsnas ne tre in as regard to securing enough resources to keep the system going long enough to 
discuss ind debsie bow to nuke H work better to sceompliifa the gosli we sU shsre 

Some bebeve diu ibe way to go with the deEveiy of care is to privaiue it in tome muMr. Thct u 
an option that clearly worked to make (be World War C Cl Bill the most cost diectrve investment 
of e propam ever enacted by our Natioo’s Coogresa. WA would poem out that VHA already 
contracts out more than one BtDion doQvs in aervices already, and even his a pilot program in 
opemioa for cumiacdrg cut c nruam a ti oo and penlioo exams. While this pith holds proimse in (be 
view of lome, h aleo is wjth Miia m ifae view of others The strong held differtaces of opmon exitt 
within foe Donurtc Poficy Couacil aixl OMB, with tbe veterans' community, the public, tod within 
the Coogresa WA would poim out thel the same sharp diffsences of opinion surrounded the 
dedsion of Oesurtl Bradley to aSliile VA Hospitals with foe medictl schools in tbe period 
iaaneduiely ifter World War H 
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Nevettbdeu. thu n nM eur immedute to thb iisue. Then must be ■ viible cotrty to 
ud that require* aifEcias retouiees. Whtt is dem it that there will comiiwe to be a seed 
for a strong VA hreftb eare lystoB as an anchor and ceooil meant of both deUvering truly high 
quality care and eDSUting the hi^ieat poaaMe medical care to veterans 01 vetenns ititineveyone's 
otenM u4k> caret dxad the finure of our couiciy, and thnefore cares about veterans, to ensure that 
there are eoiugh treourees available to ■■oiivin this aetrdty. whatever form it may take in the future 

TIk otdinaty processes of the Coegrest n die intldiig of a budget will not be such as to allow for the 
adding of tbe $2 5 to BiUk» k wil take jus to preeesve erwugh orgaiuzauonil capacity to deliver 
even the current stale of medical care to Amerka'a veterans wtale we seek to chart the vnyt to 
improve the deliveiy of tbe best poasbie medical care to veieraru in the future In the ’busineas as 
usual* scenaiio. it is unlikely that much more than S300 to SSOO Million will be added to tbe 
Administration's woefully inadequate request fre hcahb care, Inasmuch as the budget process is 
played as a *s<ro game.* end any money not requested by the Ptesdent mun come from 
somewfaere else 

Mr Chainnan, Vietnam Vseraos of America urges that you jom with Chairman Walih of the 
Subcommittee on Appr^riations, as well as (be disinguisbed Chairmen of your respective 
Committees and your distinguisbed colleagues oo both sides of tbe aisle to mobilize both the 
Republicas and the Elemocrauc kadcrihip to find a way to fund the VKA at a levd of at least S20 
Billios. 

We point out that fuadit« VHA at more than S20 Billioo would still be leii of a percentage increase 
than that accorded to Medicate over tbe Iasi decade, the Federal ponton of Medicaid over the last 
decade, and significantly less »h«n medical inflation over a simiiar period of time 

IfquickagreeiDait does not a^iear likely here in the Congress, then perhaps enough suppon can be 
muiaed widao ifae Coogros for an ahernttive approach to take the unprecedented step of sending 
the entire VA budget submissioo back to tbe AdnuniEtration and give them some tune to get 
themselves betts oipnized, wKb a charge to come bick to the Congress with a more reaaonaMe and 
ihougtaful submission wtthin fbtly-five days This would sliQ give the Congress time to adequately 
considet such a reaaonaMe request 

Mr Chainnan, this concludes my prepared remarks I would be pleased to answer any questions that 
you may have of me Agam. Vietnam Veterans of America thanks you and the distinguished 
MmbasofihisSubGornralieeibryeurienaciousleaderstnponiofflany veterans' health care iasues 
and for considering our views on this issue of vital importance to veterans of every generation 
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Vietnam Veterans of America, Inc. 

1224 M SicECi. NW. Wishingioa. DC 20(K»-SI8) • Telephute (202) 628-2700 

Fuo iiuuis:>tn-siiD • maita^w? • CG»mr«ini»Giin-rt«: • Fw«cw2it»sui 

A Nc{'For‘Profit Vtienuu Service Organijajiom Chartered try the Vmled States Congress 


CEOAGE C DUGCINS 
NatlsBAl Fmidat 


OeorgeC. Duggiai, ttaeaMioailpfeaiJeMofVieiBiia Vetenas of America, ii 54 year* old 
■Dd Uvea in Qiegapeake. VapiiiA. Mr. Duggns served with (he U.S. Army Securi^ Agency (ASA) 
frengfuly 1965 le April 1969, animing the rank of Specialist Five. Mr. Duggins served two tours 
in Vietnam: widHtteASAiaPhuBai from May 1966 to December 1967, and in Pleilni from Apil 
1968 to April 1969. After his meoeid lour, Mr. Duggins was bonotably discharged. 

A graduate ofTidewaier Community CoUege with a d^ree tai computer technology, Mr. 
Duggins hM been a loog-thne veterans advocaae and has received enaneroua awards for his service 
to veterans. He is a life manber of Vietnam Veterans of America, holding membership in WA’s 
'Tidewater, Virginia. Chapte 48. Mr. DuggitB has been on WA’s eaifocial Board of Directors, has 
served as natunal chair of WA'amembenhip u ed en t U ls, ceeventioci. scholarship, and minority 
afTaiis commioees. Duggins was elected VVA NMiooal Pieaideal in 1997. following Us 1995 
dectioQ to the positioa of "winMi Vice Preaideol and a scn idan ce to fulfill a vacancy in die positiao 
of National PiesidenL In 1996. he wasamemberofanoffkial U.S. delegation sent to Viemcm, 
Laos, and Cambodia by Preaideol Cliritoe to investigate the POW/MIA issue. 

Mr. Duggins is the past chair of the City of Cbeapieake’s Mayors Committee on Vetenns 
Aibiis Old is the chaumaaoflbe Board of Trustees at Metropoiilan A.M.E. ZionCbureh. He also 
serves on the Citizeos Advisory Board for Huntsman's Cbemicaia and the Aeolin Club. 

Mr. Di«gins b eenployed at ^nONS Heahh Csa, Inc., in Norfolk, ViigiiuB, as a computa 
snalyst/pregmmer. OPTIONS Health Cae a a nahoosl moagedbeitevieia] health cate company 
and btte official coordioalorofbdaviaiBlbeBllb care for the U.S. military is the Hampton Roads. 
VirgiBia. area and at Fort Bragg, Norfri Camtins. In p art ner sh ip with Humans. OPTIONS delivers 
health care to moec than one milliao railHay bcaefleiaries throughout the southeastern Uuited States. 

Mr. Duggins u married to the former Blanche L. Neal. They have two daughters, Stacey 
Davids, who attends VirginiB Tech Univei^. and Shana Tcnnell. a senior at Oscar Smith Hi^ 
School in Chesapeake. 
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Vietnam Veterans of America, Inc. 

1224 M Sute(.t<rW. WuhinfCon.DC 2000S-Slg3 • Telephone (202) 62g-2700 

Mmi 3IO>62I-U|P * A«wvyl202>UM9V7 > YIMN3 • fikwce (2D2)«a-)lll 

W*ftf VUr Wf#.’ • E-mill 71154. fi— 

A Noi-Fof'Pfcfit VtftWts Sfrvict Orgam^t^n Chanertd by th4 Vnutd Statts 


FUNDING CTATEMENT 
Pcbnur 7 24 , 1999 


The ouiooi] orguuuoo Vietaia Veuna* of Araehu (WA) b t noo-profit vetennt 
CDeatMrdiipargaai2atbaregiaend«siS01(eX19)«i>itii(l>elnicrDiJ Reveoue Service WAit tlio 
ipprophuely r^utered wnli tbe Seoetin' of Uk Seaiie tad the Clark of (be Houte of 
Rtprateettiivea n coin^itacc with the Lob^tiog Diidoture Act of I99S 

WA it not EurreBdy a recai|M toy fedcrti grtal or cooinci, oibs th»" tbe routine 
tUocatioa of ^Bce ^ece tad twiyitted naourcas in VA RegtoDil Offices for outreach t<^ direct 
tervicet throu^ itt Veutaot Bcn^ Prognm (Service Repretemttivet). TUiit alio true of tbe 
praviout two fitctl yean 


For Further Infbrinatioa, Cma^rt 

Director ofGovenaiealltelttioai 
Vietnaai Vetoiat of Amoica 
(202) 628-2700, aneaboa 127 
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Baiponw to F o ll ow up Quwtione 
C«nc«nlng ihe Fabniary 24, lOM, HMrtno 


tar 

Dr. ThomM L. Qarilnralta, 
DiputyUndar SaefMBrytorHMtth 
Otpartmnt of Votnno Affairt 

(Tom 

Tba HoAoraWo Lano Ewna 
Ranking Oamoeivae Mambar 
Commltiaa on Vatara na ’ Aflalra 
U A Houaa of Aapraaa>RtBllvoa 


1. Dr. Oarthwaita, OMryona up bare raakzes that you have a tough job coming 
here to dafattd a budget that ia $1.2 btNon short o( what VA ortglnally Identifled 
Its needs to be this year. That said. I reaHy taka exception to VA coming to 
Congress and slating that it has recatvad hfrcreases^ for any o( its InItiBitvea— 
Hepatitis C. homeleas veterans or longterm care aHemative programs, with the 
posable exception of the Smoking Ceasabon program. 

How can you )usttv this use of the tanii when R Is dear you are really going to 
have to redireci tuning from other essential programs? How many hospitals win 
have to ckise In FY 20007 How many beds? 

Anearen The Praeldant's budget assumes resources wW be freed up from 
management etndencies and redirected tmnata the initiatives outilnee in the 
budget These initiatives do not constitute budget hncreasasi', but ate 
Ittcreesee” to the Indlvidua] progwits that wHI recatve these redirected funds. 
Addlbonel fundktg through krcreeset In allentalive revemies and funds available 
from prior years (e.g.. n»year MCCF funds), afforded through effective resource 
managemertt, wM also be appHed to pay for those initiatives and anticipated cost 
increeses In FY 2000. 

Because of VHA's decentralized decision skuchire. the spedflc management 
initiatives wHI be decided by the VISNs. This wfll be aecompilshed In large 
measure by continuing to Improve cikiical processes. In part, this entails a shift 
to mote appropriate care saWrtgs. bduding the shift of excess acute inpebem 
resources to expand and enhance outpatient and long-lenn cate services tar 
veterans. Anotharpaftreiatestocaremanagement.prwention. and rational usa 
ofthereples. Continuing efforts to f t angkit o r our hs^ delivery systems and 
our eommareial pmctlee InbaUvaa (fetctuding a ttaw bliiatfve on inventory 
management) wM also contribute addHtanal savings. As a result of these 
management efflciencies we heve. hi the past, been able to increase total 
paOarfts and outpatient vIsMs and Improve our customer satisfaction scores and 
quaWy of care performartee. We do not cunently have plans tar hos^ 
ctosurea. We wlH continue to evahjata the need tar both hospitals and beds to 
ensure the efficient use of availeble r o eout c e e . 

2. VAisnowusInganumberoffalrtyieetrtcliveutllizationreviawiools.suchas 
Inteiqual. to control bed use and to ktarttRy appropriate cknlcal placements. 
Under the proposed budgM, tt ^rpears VA wH have to continue to tightenihe 
screws. HasthisCommrttee been mtsiedoverthe yearsb betievtagthatthere 
are reesons tor the discrepancies b e tw e en treatment patterns for sknBar 
diagnoses in the private sector end VA? 

Anewen Interqual Is not used to control bed use. It is a standard tool used in 
VA and throughout tha non-VA heeith cws sector to assess whether patients are 
receiving traetment at the appropriate level of care, Ia. acute, sii>«cute. 
observation, etc. We do not beHeva VA misled the Committee. On be average. 
VA patients are sicker, older and with more con^Rcating condRtans than the 
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average pilvaMsaclorpatleni The tools we uae for UiilizaUon Review sfust for 
some of these differences and VA ctnicians. through their individual 
assessments of the patient's needs, adjust for the remaining differences. 

3. WRIVA ever be able to accommodate exactly the same standards? ' 

Answer While VA Is already using the same utilizatfcn review standards as the 
privste sector, for direct comparisons to be made regardtog ‘standards,* we 
believe adjusbnents would be necessary for 'risk.' The Interqual model serves 
as one of several guides used by a physician In detanninlng the appropriate level 
ofcareforthepaiient. Patients usirig VA health care faculties are now. as In the 
past, generally older, poorer and sicker than patients who present at non-VA care 
fKillUes. 

4 . Howarefactorssuchasmedicalcomplexity. lack Of social support and travel 
distance accommodated by uittsaiion review models? 

Aftewer Interqual crileita adjust for complexlly. but not for degree of social or 
family support or travel distance. The tool RseH does not drive the treatment 
protocol. The patient’s course ol treatment, including vmethar to admit to an 
kipetlant bed or schedule tor oufoetient care. Is based on cHnIcal findings as 
determined by the physicisn and the other health team members. 

5. The President's Budget Identiftes 166 medical cantars (p. 267. President’s 
Budget) while VA is SIM maintsfoing K has 172 medical centers in 1999 (p. 2-83. 
2000 Congrasatonel Submisafon). Theretoalsoaalgnlflcamdlscrspancy 
between the estimates ol the number d ambulatory dMca VA trill run at the end 
of the currant fiacd year 544 (OhB)tfid 722 (VA) for the current year. Whai 
accounts for the significant OWeren^ in thaae numbers? 

Anawer Thaused 166 on paga 257 is an error. The correct number d 
fadlltiee Is as toUows: 



1 1996 

1 Estimaia 

1960 

Estimate 

2000 

Estimda 


172 

172 

172 

1 Outoatlem CSnlcs 1 

' SsT 

722 

611 


The drftarenced 171 b e tw ee n the 1966 Estimate P51} and 1999 estimate [722] 
for Outpatient CSnlcs Is anticipated dinie openings. 

6. VA has annourtced an amblliousprD^wn to enhwKe Its pain management 
and enPd-We care progrems. I went to command VA for identfVInoen unmet 
need, which codd offer a modal tar the nation. WM VA have enough resources 
to fuHy Implement this program H we enact the President's budget submission? 

Anewer Over the past year. VHA has initiated system-wide stretegies for 
improving end-d-lifo care end pain management lor our vetersto patients. These 
comprehensive strategies have taken advantage d the opportunities presented 
by a large, integrated health care system Bte VA to create far-reaching change. 
Mwiy ofo m o nt s d lhase initiatives have already been implernented through re- 
enginearlng clinical practice s and buMng on the available aiqierhse d VA staff. 
We have abo received generous grant sin>ort from the Robert Wood .Johnson 
Foundation and the Alzheimer's A stod abon for particular aspecto d our 
inliiatives. We are commiltad to pursuing tuldevalopmerrtd these stratedos. 

7. Veterans' advocates made serious aRegaifona about VAamployeas trying to 
hide delays In prosfoatlcs orders In a SubcommWee h ea ring last summer. While 
wehavanorwytoc o nobor ale thaaea il eg B tio ns . Itcartdniy s eam s ioindicatoa 
systemic probim wHh proceaslng prosthetic orders. WMVAbeablefo 
aceommodale al d Its prosthetic orders in a ifmaly manner wRh the propoeed 
budger? 
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Ai w n Wa beMve that delayed proethebc onlers wer« loeal and episodic due 
topenonnellumoverlssueeendpoorcommunicailon. Wearecwre^ 
examining the proceseee to look for opportunMeB to modernize and automate. 
With regard to the budget, the prosthetics pfogr am b eiq»e ct ed to be furtdad at 
the level rteeded to meet patient needs. The prostheties coeb for FY 199B were 
S420 million (S368 mWon in appliances and $S2 mHhon to repairs). The 
President's budget Inciudes $4% million ($440 million to appibnces and $56 
million in repaks) to FT 1909; and, $523 mWon ($452 million to appllanees and 
$51 m4llonlnrepaire)to FY2000. To assure prompt attention to proetfiaiics 
funding needs, toe Under Secretary for Health has directad the 22 Network 
Diraclors to Inform the VHA Chief Ftoandal Officer t, at any time during toe fiscal 
year, they befieve proathetics spending wH significantly deviate from current 
bud^ projections. VlSN or Headquarters reserve funds wb be used to meet 
any unbudgeted cbilgatlans in tob program. 

8. Please explain the benefHs Of a 5% 2-year budget canypver In more detail. 

A nsw er Appropriation language b batog proposed to provide two-year 
spending avaibbllily for up to 5 percent of medIcaJ care fundtog, axdudtog the 
funds for medical aquIpmM lhal the Appropr ts dons Act delays for obligation until 
the last quarter of too fiscal year. The two-year spending avaUabiWy would: 

• Provide additional littdbillly for managers to operate on an ongoing continuum 
without the slope and starts that frequently occur under the currant annual 
kmdtog mechanbrtts; 

• Help manegers deal with toe uncertaintba about futdtog impacts of 
continutog sffortt to reetructure VA haalto care; 

• Allow managers to make more rsbonal business dacbionsdua to Increased 
BbUHy to align spending «4to ptans toto extend bayortd one year, l.e., base 
speiKling decisions on opertoional needs rather than toe pervftog ergilratlon of 
one-year retources. 

0. Dr. GartowBlta. VAb Daly Na«« Summary has sevsrel stories about delays to 
achsduHngappototorantt and toapproprMa waning times. Thb seams to be a 
b gnificant In dtator of tiFass on the system. What Idnd of eantralizad system 
exba to Identify wabng fimes for achedultog citole appotosnenb? 

Answer VHA ktentHbe watting ttorea In two ways. Fkst b toe time bpse 
between toe scheduled sppototment ttoie and the time toe patient b seen by a 
dtoidan, often called tkne to be seen.* Second b the Ikne bpse between toe 
lime a request b made for a non emergent appoinSnent to a cftolc and toe actual 
appototnent dale, often called Urns to next avalable appointment.* Patbnts 
w^ errrergent conditions are achsduiad by a phone csR from one provider 
(usually a doctoO to another and often reeull to an lorertookhtT of specialty 
dlnic achedulas. These parsoiMltotaraetlons have not bean captured to our data 
systems. TherWore. in toe past, VHA has locueedtts data collection on non- 
emergent specialty dlnic appototments. The tima to naxl avaHabb appointment 
(or the time to any kttura sppototment as (Sdated by toe data coHeclIon protocoO 
to derived from the VISTA Schedufing Package to IndMdual medbal ewrters 
where the system b used to actually schadub appototmants. 

Another difficutty In cdbctlng dab on apadalty and otosr dtob welting timas to 
the pest was the lacl that there b no urtHorm nartring system. Local 
bcbtles prefsr fiaxbHity In naming cflnica bacausa they often use the Scheduling 
Package to monitor dtoidan worMoad. Thua, they build temptatea that eRow 
them to match dtoidane with cBnicwoiWtMd. Having a brgavarbly of names for 
dinics metres It diflleutt to compare aciMly between fadHtbssnd to aggtagab 
dab beyond the local facCiy. The ohslbtigab to rettin local ftaAtHitywhBe 
creding a deb system tob can generab read, eomparabb dab thb can be 
used to monitor system-wide (rands. 
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AnoVier approetfi to obtain data on waiting tfenaa was VHA's Trimary Care 
Suvay'whldr WBsilrtIdonainApill i99Sandaiaix-<Ttonth Irrtafvals theraafter 
untK the last itsratlan In April 1996. Thasa wtfUng times data were coUectad by 
Individual tadTitles and sal^veporled to Haadquarten. VHA lias not eollaiad 
ttiaaa data at the VISN and nalionsl laveis because of concams about validity. 

The short aiswar is that we do not presently have good data, but beHeve that we 
naadtogstK. The Olica of Performance and Quality, in coAaboration with the 
Chief Network offiM and the Pertonnance Measures Workgroup Is currently 
davetopino a long-tsim plan Stat wW allow coSeciion of statistically valid data. 
While the longterm plan Is being davelaped, a short-tanri solution will be 
a Ue mpted In order to provide preliminary da& This soluilon will be based on the 
use of spedtlc eUnIe Iden ll fler a esoppo^totheusualicllnic stops" as the 
source of the date; a tentative plan is to gsnerate data with this approach on a 
pUot basis iMthln four months. 

We siaoommitlsd to reducing waiting times. Plans ere In process to work wHh 
thelnatiluleferHeaHhcareImprovemontinBostontoaddressthlsissue. Ths 
final plan, which wHI Include data cdection SmelineB, wW be compietad In earty 
May. 

WUi regard to whether wetting times are an indicattr of stress, I would suggest 
thal walling times have been an iseue In VA for many years arid are often an 
Issue in the non-VA setting. Certainly, there are some feistancea where resource 
constraints Impede solving the probim. However, common causes of excess 
waMng bmes Include Inefflciwit processes, poor commisilcallon, dlfflcullies in 
recrunng apaclalM. arid faKura to match the petlenrs need with the appropriate 
piovidar. 

10. MorKte/sWeshinglon Post has an artlcie that suggests another round of 
buyouts Oinked to functions that coukf be contracted] is eigwcled from agencies 
byJune. Is VA in toe process of putting together suA a Whan will itbe 
available? 

A ne wsK Prior to the Washingion Poet’s articie.VA had surveyed its 
I leodquarten arxf field fedlities to ascertain their need lor buynrts over the next 
five years. This survey was not speeWcaSy linked to toe contracting Issue. 

Based on the survey, VA Is proposing legisiBtlon to authorize approximately 
8,000 buyouts (vokjrttary separkion mcenttvae) over toe next five years. VA 
bellevee that saparadon Inekrtlvas can ba an approprtale tool for those VA 
components that are redesigning their employtneni mix and for contoonents that 
are restructuring and reengineering, as Ih^ move towards primary care and new 
metoodsol delvering services to veterans. We believe that VAuMd previous 
buyout authority consarvetMy. reeponstiiy. and efteclively. VA'a preMous use 
of buyouts slgnMicartlly sssistad VA In rgstnwturir^ its workforce and enabled it 
to achieve downsizing and streemiMng goals while minimizing adverse Impact 
on amployeas. 
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Tl MponiM ta r oBew u p Q mrt o m 
Concamlng Am F«bnaary 24, 1099, HMilng 


ter 

ttatMWk DtTKte*! 

OapMmnt of VMmsm AfMra 
(M*. Laura MMar, Mr. JcmM FWMtte 9 Dr. T«d Qalay) 

from 

TIN HonoraUa Lana Evaiw 
Ranking Da m o tra tte Hantear 
ComniMaa an Vata rana ' Afteira 
UA. Houaa of Rapraaanmivaa 


1. Please briefly ouUina changes in your long-tenn care programs lor frail alderty 
veterans end for veterans «Kh chronic arte severe mental Illness mat have 
occurred sirrce the BakarKed Budget Act of 1 997 locked VA Info a *no ^owth' 
budget Would you say overaM that these changes have baneflted veterans? 

Anaerer from Ma. Miller VISNiOergiertenced a 3.7 peccant budget increase 
from PY97loFY99duetoour favorable worldoed performance and the 
outcomes in VERA. In adcWon. we have isteertaken a variety of efndencias 
that, up to this pdnt. have allowed us to Incraaaa the veterans that we sane. We 
heve maintain^ our capacity for care of the severely merttaHy M arte frail elderty 
veterans. 

In regards to the hall elderty, a revtmr of the patients treated In ourdomldHary. 
nursing home, arte community nursing home beds revests e small net Increase of 
pedents treated from Pr 97 to FY 98. Patients treated m the VA nursing home 
setting Increased by 12.4 percent. It b our Intent thaL for new patent referrals, 
we will make every effort to meet Ihe pellent’a needs In a way that doesnl rasuft 
in their permanent instltuUonattzation. To that end, we have added new case 
martagers for soma of our garialric patents and have increased the focus on 
home care, residential care and adull day care servieaa once peterrts are eble to 
transition from the nursing hotrte environment These types of services are 
expected to Increese from 24 to 36 percent of our long4ann care budget. Wears 
also supporting Vie efforts to estMiHsh a second stale veterans home on VA 
grounds. For patients wtio have been nursing home patents In the VA for a 
period of years, a commHment has bean made and wHl be maintained to continue 
to provide for their care on site. 

VISN 10 has continued tts commitment to the cere of veterans with severe 
mental dbofders. In FYSB, VISN lOprovIdsdmentBJ health carato26.672 
patents as compared to 23.806 patents in FY07 (Incre as e of 1Z8 percent). 
During FV 96. we provided care to 6.682 patents sarvica connecied for a mental 
dbordar. up from 6202 In FY 97 (incraasa Of 7.7 peicant). It b also I mpo rta nt to 
note that we increased Via number of vaterens treated for seralce connection for 
Poet Traumatic Stress Dbordar by 222 peraent during B one year period. We 
have been able to accomplish these beraases in the veterans we serve without a 
decrement In Vie quality of care provided by Improving our delivery systems tor 
the mentally IN, particularly by focusing on oommunity baaed epproaches. For 
axampb. we have initialed and u e m pletod a prefect to develop intensive 
community case inenagement teams tor Vw sewaly mentally III at all of our 
VISN faaMies. We have abo todudsd mental haaRh sarvtoas In all CBOCs In 
the Network, as a matter of poNey. to assure that veterans wrtth mental dboidere 
can receivB eccessibto care. 

Although we have been abb to stretch avtfabb doHars Viiough Increased 
eflidencias over the past two years, we are already noting a stowdown In our 
growth rate. We are bead with Incraasingly dVnetet issues of prioritizing funds 
among the many needs c4 the poputMion of patlenb we treat. The frail ekferiy 


5 



137 


and aevaraly mentaNy I ere Among our most a^Mnaiva psiients. New 
community ^proaches, when care Is pcwided *Ah the Intensity called for, ore 
stU very eitpeitsive. Now pharmacological advances ki foe care c^thees patients 
are also markedly more aqMnaivefoan older generic drugs. Weare^aMly 
concerned wHhotr ability to maintain our commltmenls within a flat budget 
scenario Into the Mure. 

Answer tram Mr. Fareeita: WHh recent no-grmrfo budgets and the significairt 
VERA raduetiorts foal have occurred, foe New YorkiNwr Jersey VISN 3 Network 
has been forced to review every prograrTt/service provided, specifically focussing 
on the costs associated with these programs. 

The Netwodt has managed to continue providfogquaRty services to patients 
during the initial years of foe budgetary cuts foal have bean sustairwd. During 
mistime, we have actually served move veterans than In prior years. However, 
as irtdicated M foe recent heerfog, there a serious concern abM how the cuts 
for the next fiscal year and beyond wll imped the Network's abiMy to sustain end 
continue the servi^ currently provided. 

Long-tamVOerlaMe Care: 

The Network has continued to provide qualily care to our fral eldetly veteran 
populahon. A network-wide task force has recommerMled and implOTented 
many changes that have Improved the access to and quality of services 
provided, while Increasing foe options available for our geriatric populaiions and 
foakfanWIies. Some of these changes indude; 

• Implementation of a network-wUe contrad tor homa health aarvices providing 
incraasad access to a wider rartge of home health sanrices than previousiy 
available. 

• Expansion in access to Contrad Adult Day Healfo Cara and Home Health 
Alda services. 

• Growing use of HOPTEL programs (holai-nke rooms available In our 
tKMpNMs) also asaisi fraN aUatly who have difliculty with frequent travel to 
artd from foe madtoal cerrtar tor ambuisfory Cara. 

• Giowirtg kitagralion of Geriatric arto Primary Cara. 

• Uniformity and standardization of admission processes and cdtaria to 
Extended Care programs across foe VISN to assure a single sfandsid of high 
quality care. 

• Increase In non-institutional care as a discharge planning option. 

• Increased availttiiity of RehabiWatfon care in foe home setting. 

Mantai/Behavloral Heeltfi Cara: 

The Network Mental HaaMh Task Porce has worked to kr^prove care to our 
veterans and continuea to make recomtnandaiiora that wkl ensure a seamless 
dekvecy of services to this fragle population. Durfog these last years, we have 
made progress In our efforts tow a rds treating merrtaffy i veterans. Someolthe 
changes we have made are In foe process of implementing Include; 

• Integrating all Domiciiariee(iasidential homeless veteran rehabilitation 
programs) under one loo d o t ah lp to estabish them as a resource tor foe entire 
VISN. 

• VISN 3's nattortal awaid winning Tfomeless Consortium' prwldes homeless 
veterans wHh on inleTaied approach to care, rehebiktalion and housing 
working collabarattveiy with many commuttHy providers. 

• Developfog capacity to ekow each fackity to provide outpatient deioxificalion 
and have in-plM a protocol for managing acute wtthdrewal. 

• Increasing mental health outreach and services tor each community clinic. 

• Increase consumer invoNemerd- each faciity to establish a coitsumer 
consulting counck. A Customer safisfadion survey to be adopted for all mental 
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heaimaanlcssln VlSN.inckidlnelacMgroi<».Aperfoma^ improvemem 
team wIB review data from »i«se sources and devekp strategic performance 
Imprevemant plans. 

• Thenumbarofpatientainion^fennmentalhaalttiinpetieniiiiltsgreaierthan 
1 eo days wN be reviewed tor more dMcaly appioprferte aliamathre levels o( 
cere. 

• The VISN has moved and Is movirtg earn a maintenance’ to a *recovety 
phloeophy. 

• Create a standard teHow^ tor discharged mental health pebems to be seen 
or to ll owed-op within 30 days. 

• Integrating the newly funded htontallylll Research Education conic Center 
(MIRECC) Into the merM healto operational plan so as to enhance and 
evaluate our mental health programs to ensure continued dsHvsry of high 
quality servicee. 

AneerarfrornDr.Qaley; Changee In VISN 20 Long Term Cara programs since 

enactment of Balanced Budget Act of 1967: 

• We have seen Increased admissions to our medical centers, with shorter 
Iwtgihs of stay, and thus an Incraased demand tor nursing home care. 
Petlents who need nuc^ home care have more contplm medical and 
mental heahh cere needs ttian aver before. 

• We have seen a dremeliechartge to toe fflisslan of Nursing Home Cera Units, 
moving away from being e He long placwnent tor veterans, end toweids 
ptovisim of transitional can. where toe tocus is on promoting toe return of 
veterans to lower levels eb care and community based iMrtg. The decreased 
lengths of slay have also arwftiled ua to tocraase toa actual number of 
veterans treaM. 


FY 96- 1838 velsransrecsfved nursing home care 
FY 97 - 2012 vMsrans raceivad nursing home care 
FY 98 - 2069 valsrane received nursing home can 

• The average coal of purchaalng nurstng home cat* to toe community has 
continued to Incraese. We hava had to ehortanconbael lengths tor toe 
Community Nursing Horrte Program, raductog VA fundtog tor some veterans, 
while assuring access to others. We have seen a slight daoSne to lha number 
of patients trsaiad. 

FY 98 • 1810 pati ents Vsatsd 
FY 97-1441 patlantskaetsd 
FY 98 • 1417 petlents treated 

• Demand tor topadent raspHa care to our nursing home care units has begun 
to exceed capadiy tor such care. The need tor regular and transitional 
nursing home care competaawHh toe iMsd tor raaptte care slays In these 
sente nursing homes. 

■ Increased referr al of valeraits to Medicaid and Medtoare tor nursing home 
care. And this Is ate time vtoen the iuttdtogc4 these profpame is being cuF 
bacfcaswel. Both have begun to Imii payments from eome hl(^ cost 
ri i<»ik-^m<w iannfcv>n>Hpsr« nt »Wnuertiion. The locel VA medical fadHtles 
then covar thase coats. 

• Incrsased colaboratfan wHh SWs VA Homes, Hovraver, some of these 
homee are not able to care tor v rts ra n e wNh complex medical and/or mental 
health needs. 

• Increase toe number of veterans who are adnmtled to nurstog homes from 
outpatient care. 
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Wa hava ajipanded Homo Cere senicas: 

• Imptamanlad Homamakar/Homa HeaRh Alda sefvteas. Howrevar, the flat 
Nna budgat has made R dlfncu* to expand thaaa sarvfeas to more 
vetareria. 

• tmpiacnantad Hona Psrentarel Tltarapy Sarvicaa, raductog noad tor 
hoapnaHzatlon for paHanis on anttokitlca. total parantaral Viafapy. and 
odtartonnsolintraMrMusthanpy. Coab tor afi pharrnaceuOcala hava 
IncreaMd dwnadcaRy. 

• Wa have Ineraaaed odaboralion with private, non-proAi. and local 
community agendex aa we seek new options tor community based care 
torvetarana. There is an Increased awareness of staff about the various 
opttons available In our communities. 

• Wa tkave reduced the luanber of veterans treated in adufl day care, and 
are expanding the communRy and home based case martagamant 
programs for Viesa veterans. 

OveraU. have tfwee ch angse benamsd velsrana? 

Increasing home care aervicoe has been a (^eat advantage to our veterans. 
Many veterans hM leceivod IV therapy at home, avoiding hospRaltzallons and 
protortged lertgths of stay. Veterans receive HomentakerfHome Health alda 
servicee in their homes are able to stay al home wfien previously they woiild 
have reqiRrad institutlonallzallon tor assistance in meeBng personal care needs. 
An saampie of tots Is ve t er ans wfw ere venlRalor dependent -formerty, these 
veterans required tong t e r m hospital and nursing home cere, but now some of 
these pallants are able to We at home with the support of VA luitded home 
healih care. 

Changes In toe miseion of VA operafed Nursing Home Care Units has promoted 
accees to this iMi of cars. I tamever. veterans who wtsh to reside In a VA 
operated nursing home tor the re ma inder of their He no tonger have that option, 
except whan oomplax medtoal needs require this level of care. 

VI8N 20 has a ntuch gratoer locus on keeping veterans out of toe nursing home 
end on diachsiging veterans from nutstog home to their homes or a lees 
toadtubonal sotting wfwttevarpoeetole. WeueeaverfatyofoommunRybased 
altematlves.lncluang(butnolRmaedto): taster homes, assiaiad Ivlng, 
re el derttlal cere, and single room occtpancyfaolltiee. Wehaveeatob ts hed 
ooi la borattve r el atio nihlpi wRh toe communRIe e tost oiy vet e rarta raetde Rt artd 
bellmre toat this promotes the mardmum level ol indepertdarrce tor the veterans. 
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Answers to Follow-up Questions for Mr. Tbomas Trujillo 
Former Director VISN 18 

1. Mr. Trujillo, I apprecixe your frank teetiBoaylodnr. You have sktrcd a very 
interestiag penpoetivc with our SubcoBrnMec. llacciuyoB beUcve that VAis 
stretchiB( Itaeif too thin aad perhape takhn oa loo miay veteran patienti. If you conid 
Bake a deteminatioB aboal wboB to treat la VISN 18 wilhiB tbe exiatiBg priority 
systCB, where would yoa draw tbe Uae? 

Congtcaanio Evana. with the asiun^ition lhai VA's budget would be stmigln lined and that 
VERA.inilscuiTCotfotm. would be used to disiribuie tbe budget, VISN 18 would receive a 
slight increase of approximaiely SIS milUon. This increase will Boteveocover the tpproved 
increase in salary cost much less tbe increased cost of loaierials aad sup^ies. 

In order to make upanadditionalSJOmillioosboftage. my best guess is that in VISN 1 8 Priority 
7 and Priority 6 veterans would have to be denied care. 

2. Would yoa say VA to madequatcly prepared to rtapond 10 the giewiag aeed for loBg- 
tcra care? 

Congressmaru in older to clari^ the question in my mind I will address it from several 
perspectivea. First, llBvenodoubt that we ate adequately prepared from the point of view of 
quality ofcare and cuRcnt capacity. Second, since long term csire.aird I am defining this as 
Nursing Home Care needs, fill is tbe may provide category, VISN 1 8 will provide long term 
care only within funds available. 

Will the VISN meet all needs for long term care? Tbe answer is no. VISN 18 is currently not 
meeting all long term care needs. Tbe reason for this is because of hsving to make up an 
approsimaie shortfall of SI5 million. If funds were available. VISN 18 would beaUeiomeei 
xhe growing need for long Cenn cart by utiliang both intemal VHA as well as extemsl private 
sector resources. 

3. I worry that Medicare Subventfoa to being aMd as something of a paaaeca to eere all of 
tbe syiten’s fBoding ills. How aueb tbonld we reasonably eapeet Medicare SabvealloB 
to help with BumlalalBg VA services for ill carrtal aseta? A lot, a IHtle, or aot at all? 

Congressman Evaos, I find it vety difficult to address Ihii issue otijectively. Ilismystroog 
conviction that in order to continue to provide top quality care toour nitioo's velcnosfiaxls 
must be provided tfarou^ ID ^^troptiatioB. Facilitieamustknow what they can expect in order 
to a^ropriitdy plan what resourcca they will have to provide care with. Since Metfrcare 
Subvention is being proposed as a pilot and limited to SSO million, according to my 
understanding, that will not help M all. 

The system will have to make extensive preparations in order to comply with Medicare 
requirements. From my pmsp e cti ve that cost it loo gresL Veterans haw earned care, tbey were 
promised care, and they deserve care. The tnecbanism to fund tbeii care should not be 
complicated by bureaucratic maneuvering wtaiefa detracts from what the VHA should be doing. 

If the objective is to adequately fimd VHA enough apyro pc iated dollars should be made available 
from tbe very beginniogandnet have to waste resources in justifying nansferof funds. We 
should utiUae those tesourcea to appiuptiatety continue documenting our quality of care. 
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